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THE X-RAYS IN PHTHISIS.* 
By Greorce W. Hoimes, M.D., Boston, 
Roentgenologist, Massachusetts General Hospital. 


THE roentgen examination of the lungs 
should be used perhaps much more often than 


is at present being done, as a supplement to the linear markings, 
It should the alveolar structure. 


physical examination of the chest. 
never be used as the sole means of diagnosis. 


have been combined, either by codperation be- 
tween the roentgenologist and the clinician, or 
even their combined use by a single investigator, 


better results have been obtained. 


THE ROENTGEN ANATOMY. 


The lung, as seen on the roentgen plate or 
fluoroscopic screen, presents the following shad- 
ows. The hilus and peribronchial shadow, the 
and the dark background of 


The hilus shadow is composed of the larger 


An opinion based upon roentgen evidence bronchi, the great vessels, lymphatic and fibrous 
alone is of about the same value as an opinion tissue, and the peribronchial glands. 


based upon the physical findings alone. 


With- 


The tracheal glands lie behind the shadow of 


out a careful history, both lose much of their the great vessels and are not visible exeept when 
worth; combined with the other evidence, how- they are much enlarged and calcified. They 


ever, it may be of great value, 


it is eapable of revealing changes in the lungs 
which cannot be demonstrated by any other 


method. 

In difficult cases, or cases where the physical 
signs are absent, it may be the confirmatory 
evidence upon which a correct diagnosis is 
made, and in certain well-defined cases it may 
give a more accurate picture of the extent and 
distribution of the process, and in this way aid 
in the prognosis and treatment of the case. 

Unfortunately, very few roentgenologists are 
well-trained clinicians. It is perhaps equally 
unfortunate that few clinicians have a working 
knowledge of the interpretation of roentgen 
findings. 

Wherever the data obtained by both methods 


Read before the Framingham Medical Club and the Community 
Station, September 20, 1917. 


* 
Health 


as without doubt may be seen in the lateral views. 


The glandular shadows are distributed along 

the course of the bronchi, and may vary from 
rather fuzzy, indistinct shadows to the dense 
white patches of calcification. 
_ The linear markings are composed of the 
arteries, the bronchi, with their surrounding 
connective tissue, and the lymphatics and lym- 
phoid tissue of the lungs. Changes in the linear 
markings are due either to changes in the tissue 
around the bronchi, or, as is more often the 
ease, to changes in the lymphoid tissue. The 
arteries of the lungs are not subject to change. 

The veins are situated midway between the 
branches of the bronchi, and are not included 
in the linear shadow. 

A pathological process in the lung structure 
tends to produce changes in the lymphatics 


draining the infected area. Therefore, we 
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Fic. 1.—A tamriy typical case of tuberculosis of both apices. In the area between the arrows on the right is seen a fan-shaped area of 
mottled dulness, with thickened linear markings running fro m it to the hilus of the lung. 
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Fic. 2.—Mi.ary tuvercuosis. Fine mottied dulness throughout both lungs. Note the increased density of the apices, possibly due to 
a previous tubercular infection. 
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Fis. a — one yea: after this plate was taken the patient wa> uu: vue o1 our state hospitais for advamed cases. The thickening 
about the hilus of the lung and slong the lesser bronchi probably represents a peri tuberculosis. 


Fic. 4.--Advanced tuberculosis involving the apices of both lungs, with a large cavity below the clavicle on the right. 
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Fic. 5.—The fine, even mottling throughout both lungs seen in this plate was due to deposit of marble dust. (Marble-marker's disease.) 


should expect to find a shadow in the lung sub- value in diagnosing the early cases of this type, 
stance representing the site of the pathological | as it is of special importance that the position 
process, and a fan-shaped area of thickened lin- | of the group of small areas of increased density, 
ear markings representing the course of the! which represent a group of tubercles, be accu- 
lymph channels draining this area. The peri- rately located. If it can be stated that these 
bronchial glands in the infected area may also shadows are in the periphery of the lungs, great 
show changes. weight should be placed upon their presence. 
All the lymph vessels of the lung tend to con- If, however, they are along the bronchi, the 
verge towards the hilus, excepting a small process may be only glandular. 
group near the periphery which drains into the 
pleura. | MILIARY TUBERCULOSIS, 
In miliary tuberculosis the picture is quite 
ROENTGEN FINDINGS WHICH ARE OF VALUE IN characteristic: Fine, diserete, dense spots are 
MAKING A DIAGNOSIS OF TUBERCULOSIS, seen scattered evenly over the greater part of 
These may be divided into three distinct the lung field. There may also be evidence of 
types,—miliary, peribronchial, and parenchy- a chronic lesion in one or both apices. 
mal. The third is the most common type, and It is well known that these cases may show 
is seen as an insulated group of small white very little evidence on the physical examination. 
areas, usually near the periphery of the lung, This is particularly true in the examination of 
from which spreads a fan-shaped area of thick- children. Special care must be taken in the ex- 
ened linear markings which extend toward the amination of this class of cases to obtain plates 
hilus. Thiekened and mottled markings in the in which there is no movement. It is possible 
region of the bronchi may be seen; also large by movement to obliterate entirely the shadows 
dense and, possibly, calcified peribronchial of the tubercles, and to have the plate present 
glands. As the process increases and these areas the appearance of a normal lung. 
become larger the shadows overlap and the typ-. 
ical fan shape is lost. PERIBRONCHIAL. 
Other infections of the lungs present a sim- This type of lesion is very difficult to diag- 
ilar picture, but this is not true of other chronie nose, as far as the x-ray is concerned. The 
processes, Stereoscopic plates are of great findings are a general thickening of the linear 
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Fic. 6—This radiogram was taken of the chest of a patient who worked as a potter many years. 
Note that the mottling is most marked in the lower parts of the Jung fiel 


tubercular infection. 


markings in the region of the bronchi, with 
marked changes in the peribronchial glands. 
These changes should be sharply defined, and 
the density should be well marked. The ap- 
pearance is very similar to that seen in non- 


tubercular infection, and to mediastie carci-— 


noma, 
The differential diagnosis 
usually upon the history. 


must depend 


THE ATYPICAL LESIONS. 
(Lesions simulating tuberculosis. ) 


The changes in the lungs which are most diffi- 
of differentiation from tuberculosis are 
dusty lungs, syphilis, rare forms of malignancy, 
= acute infections which are peribronchial in 
ype. 


Dusty lungs simulate very closely miliary tu-— 


by the x-ray. 


a showed absolutely no sign of 


bereulosis and cannot be differentiated from it 
A glance at the patient and a 
brief outline of the history are usually sufficient, 
however. 

Syphilis of the lung is not well understood. 
Some types are fairly characteristic, namely, a 
large involvement of one lung without infee- 
tion of the other, which condition is not usually 


seen in tuberculosis. 


The acute infections which simulate tubereu- 
losis are differentiated usually on the history, 
and by repeated examinations. There is, how- 
ever, a difference in the characteristic roentgen 
picture. In aeute infections, the changes are 
most evident around the larger bronchi, and are 
less sharply defined; calcification may not be 
present, and the periphery of the lung is not 
involved. 
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THE METHODS OF EXAMINATION. 


The examination of the chest divides itself 
directly into two principal methods,—fiuoro- 
scopy and radiography. 

The study of the chest with the fluoroscope 
has the advantage of being cheaper, both as to 
individual cost and as to equipment. It is also 
more easily and quickly done. The image seen 
upon the screen is that of the living, moving 
organs and it gives data whch could not be ob- 
tained from the photographic plate, such as the 
movements of the diaphragm, lighting up of the 
lung fields during respiration, the pulsation of 
the different chambers of the heart and possible 
changes in the shape of dull areas in the lungs 
during change of position of the patient. 

Its disadvantages are the inability to study 
carefully the detailed structure of the lungs, 
and the fact that it does not give us a perma- 
nent record, that is, those interested in the case 
must rely on the personal judgment of the ra- 
diologist, whereas, with the plate, a joint study 
is possible. 

The radiographic method has the advantage 
of giving an accurate, permanent record of the 
condition within the chest, and should show any 
variation from the normal which gives rise to 
change in density, either dimjnished or in- 
creased. Sufficient data may be obtained from 
a single plate, or it may be necessary to take 
plates from the front and back, upright or 
prone, and in a considerable percentage of 
eases stereoscopic plates should be taken. The 
number and position of the plates to be taken 
can usually be decided upon at the fluoroscopic 
observation. Without the fluoroscopic observa- 
tion it is necessary to take at least three plates, 
two of which should be a stereoscopic pair. 

The ideal procedure, as it seems to me, should 
be a fluoroscopic observation, at which time 
definite records are made as to the excursion of 
the diaphragm, changes in shape of any abnor- 
mal shadow in reference to respiration and po- 
sition, also to the illumination of the lung fields 
during respiration and coughing. If, at the end 
of this examination, the diagnosis is in doubt 
or it appears to be negative, stereoscopic plates 
with the patient in the sitting position and the 
tube behind, should be taken. Should the fluo- 
roscopic findings be fairly definite, a single 
plate taken in the position which best shows the 
pathological process will be sufficient. 


Original Articles. 


OBSTETRICS.* 
By Rosert L. DENorMANDIE, M.D., Boston. 
THERE has been throughout this country in 
the past few years a very definite awakening to 
the need for better obstetrics. This need is 


* Read by invitation at the Massachusetts Medical ) 
dlesex East District, October 17, 1917. 


widespread, insistent and very real. The fed- 
eral government recognizes it by its work 
through the Children’s Bureau. The State ree- 
ognizes it by the activities of its Board of 
Health (Division of Hygiene). This depart- 
ment has just had printed a series of letters 
designed to reach the women of the state who 
are pregnant but without medical attendance. 
The medical schools are, by this publicity for im- 
proved obstetric care, being forced to give better 
courses in obstetries, and it is only this year 
that the Harvard Medical School demands twelve 
cases for a degree when previously it has been six. 

Tonight I mean to go over the conduct of an 
obstetric case and point out some of the essen- 
tial points in its management in such a way 
that it cannot be said of us that we are doing 
in this part of the country poor obstetrics; that 
we are not looking after our women and infants 
at least as well as any other community. 

I take it better obstetrics means that we must 
lower the existing mortality and morbidity 
among mothers and infants; that each and every 
pregnancy must go through to successful issue 
so that the mother returns a useful member of 
her community and that the baby is alive and 
with no disabilities. That there is a large mor- 
tality and morbidity in obstetrics must be ad- 
mitted by all,*if we consult the vital statistics. 
That this mortality rate is as high as it really 
honestly should be is doubtful if we are to be- 
lieve Dr. Perry’s findings of his investigations 
in Fall River, where ‘‘in thirty-four cases in 
which death was immediately and indisputably 
the direct consequence either of parturition or 
of its gross mismanagement, the death record 
contained not the slightest intimation that preg- 
nancy or childbirth had been in any way the 
cause or even a contributory cause of death.’’ 

The whole object of prenatal care is to carry 
along the pregnant woman with as little dis- 
comfort, with as little danger as is possible un- 
til she is delivered and up and about again. 
Intelligent prenatal care is essential. The bad 
results that we constantly hear of are usually 
because of the lack of prenatal care. The ac- 
cidents of pregnancy and labor it will not pre- 
vent, but it will tend to minimize them. 

It is not necessary here to go into all the de- 

tails of what intelligent’ prenatal care means; 
you all know it well. There are certain neglect- 
ed points, however, that I do wish to speak of. 
_ The majority of pregnant women do not think 
it necessary to see a physician until the third 
or fourth month or later. They regard their 
pregnancy as a natural phenomenon and have 
not the knowledge of what can be done to help 
further their safety and that of their baby. 

A physical examination early in pregnancy 
should be made in order to establish for the pa- 
tient what her standard is. If this were done 
by all physicians how many damaged hearts 
would be found and safeguarded, early kidney 
complications found and alleviated and, if neces- 
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sary, an early abortion done. The blood pres- 
sure determination, so easily done and of such 
value, found to be normal at the beginning of a 
pregnancy, is of the greatest help should it rise 
in the latter months. The general hygiene of 

regnancy must be gone into with each patient 
in detaii. No hurried office visit is sufficient to 
give what advice is due, and the right, for each 
and every pregnant woman. 

A vaginal examination is necessary on all 
pregnant cases as soon as they present them- 
selves to you for care. A pelvic tumor, a re- 
troverted uterus, or an extrauterine may be 
found, and these conditions are not so rare as to 
assume they will not occur. Each calls for its 
own proper treatment. It is true that some re- 
troverted uteri right themselves with no treat- 
ment and others become incarcerated with all the 
train of symptoms that follow this complication. 
A vaginal examination will usually tell which 
ones will go up without difficulty and which will 
not. The determining factor is the relation of 
the cervix to the symphysis. Where the cervix 
is high in the pelvis, just at, or behind, the 
symphysis, and the fundus in complete retrover- 
sion, in these cases one must expect that in- 
earceration will follow the growth of the fun- 
dus; but when the cervix is low and as the fun- 
dus enlarges it (the cervix) is pushed against 
the lower border of the symphysis, the fundus 
gradually swings up, the cervix being held at 
the symphysis. The sooner the first type of 
retroversion is corrected and a pessary inserted 
to hold the uterus in position until it cannot 
fall back, the better. The second type is watched 
and practically always goes up of itself, or pos- 
sibly the only necessary advice is for the pa- 
tient to assume the knee-chest position morning 
and night and while in that position to take six 
or eight long breaths. 

A cause of miscarriage not always recognized 
and not in many instances sufficiently guarded 
against is coitus. Intercourse at what would 
be a normal period were the patient not preg- 
nant is a very common cause for miscarriages. 
That in many cases intercourse has no effect on 
the pregnancy must be a fact, but because of 
the number of miscarriages I have seen as the 
direct result of intercourse, I now always ad- 
vise my patients to avoid intercourse at these 
more dangerous times. 

With the first visit over, and the patient’s 
general condition known and the pelvie condi- 
tion normal, the ante-partum care necessary for 
the remainder of the pregnancy consists in keep- 
ing the patient in the best of physical condition. 
The old saying that a sick pregnancy is a safe 
one cannot be subscribed to. The pregnant pa- 
tient must be at all times well. She will have 
discomfort that is unavoidable, but if anything 
develops to make her feel below her normal 
wellbeing, she must report at once her symp- 
toms to her physician. This failure to report 


early symptoms is the one cause of more dis- 
asters in obstetrics than anything else. The 
reason that symptoms are not reported early, I 
believe, lies primarily with the physicians them- 
selves, for they do not impress their patients 
with sufficient force the need for this. It is my 
custom after the first visit to see the patients 
once a month and to have a specimen of urine 
once a month, the patient coming the first and 
the urine the fifteenth of the month. This ar- 
rangement holds until the seventh month when 
the urine is seen regularly once a week or ten 
days and the patient about once in two or three 
weeks. 

With the arine normal and the blood pres- 
sure staying down under 130 mm. of Hg. there 
is no danger that a toxaemia of pregnancy is 
present. A toxaemia may develop over night, 
but these fulminating types are so rare and 
when they come so overwhelming, that the phy- 
sician ean hardly be held responsible for the 
bad outcome of these cases. 

It is the other type of toxaemia of pregnancy, 
the ultimate outcome of which, when bad, brings 
the physician into so much disrepute. I mean 
the eases which develop between the visits to 
the physician. They usually are of many, or 
at least, several days’ duration. The symp- 
toms are all too well known for me to rehearse, 
Though the symptoms are known when they 
come, one after another, the minor signals are 
disregarded—efficient treatment is held off— 
hoping that half-hearted efforts will carry the 
patient along sufficiently well. The symptoms 
accumulate, the convulsion comes and then 
everyone wants something done. The time to 
have been active was days before when efficient 
treatment would have successfully warded off 
the eclampsia for which, in many cases, the phy- 
sician must be held directly responsible. 

Any physician may have case after case of 
toxaemia of pregnancy develop in his practice 
and no blame can be attached to him, but any 
physician who has several cases of eclampsia 
develop lays himself open to much criticism. 
When this happens, he either is not looking 
after his cases closely enough or he has failed 
to impress the patients with the need of report- 
ing their slight ills to him early. I appreciate 
the difficulties of making patients report as 
they are requested to and I also know that pa- 
tients more and more are appreciating that 
when an eclampsia occurs there not infrequent- 
ly is cause to complain. 

I do not wish to give the impression that 
every eclamptic means neglect. That is not so, 
but I do mean that many follow gross neglect. 
A case I saw recently will perhaps explain clear- 
ly my meaning. A primigravida twenty-four 
years of age developed oedema of face some 
three weeks before; her urine showed a large 
trace of albumen; her blood pressure was 160. 
With efficient treatment, the most efficient I 
have ever seen outside a hospital, of catharsis, 
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diuresis and diaphoresis, she improved steadily 
up to three or four days before I saw her, when 
she remained stationary,—slight facial oedema, 
a slight trace of albumen and blood pressure’ 
140. The question arose whether to coutinue 
the treatment or to induce labor, and | was: 
asked to decide. She was within ten days of 
full term; she had a large baby with the head 
settling well into the brim of the pelvis. The 
oedema was slight of face and hands and none 
of the legs. She was clear mentally, had no 
headache, no eye symptoms and no epigastric 
pain. The blood pressure was 138 and the urine 
showed a slight trace of albumen but no casts 
were seen. I unhesitatingly said not to induce 
labor, but we carefully explained to the hus- 
band the danger that was present and told him 
that if any untoward symptom developed we 
would advise delivery. He appreciated the 
danger his wife was in. She started in labor 
twenty-four hours after I saw her and was de- 
livered by an easy low forceps. | 

It is one thing to have an eclampsia deveiop 
in spite of efficient treatment; that at the pres- 
ent time no one always ean prevent, but this 
i. not the class that I object to. It is the patient 
that shows symptoms and no efficient treatment 
is begun that I am pleading for. At the pres- 
ent time elimination gives the best results in 
the toxaemias, but elimination cannot be ob- 
tained without efficient treatment and what that 
means is not necessary for me to enter upon to- 
night. One thing further in a toxie ease, let 
me add; after the patient is delivered take the 
blood pressure every four hours until you are 
positive the reading is going to stay low. This 
one simple procedure will do much to safe- 
guard your patient. 

As we go on in the pregnancy the compliea- 
tion of hemorrhage becomes more common, but 
it must not be inferred from this statement that 
hemorrhage occurs only in the latter part of. 
pregnancy. Bleeding may oceur at any time 
and it must always be held a serious complica- 
tion that calls for the best obstetric judgment. 
The mortality rate in bleeding cases is much 
too high and the responsibility, I believe, is 
about equally divided between patient and phy- 
sician. As in the toxaemia, so here in bleed- 
ing eases, the first early symptoms are made 
light of. A show of blood, no matter how 
slight, in a pregnant woman, must be regarded 
as abnormal and demanding immediate atten- 
tion. Delay oftentimes is fatal. Not infre- 
quently a patient in the last months of preg- 
nancy has a severe hemorrhage and by the time 
a physician arrives it has stopped or is stop- 
ping. Then a vaginal examination is made 
and bleeding starts up again, and not uncom- 
monly more severe than at the first bleeding. 
Tt is fair to assume that bleeding in the last 
months is probably from some type of a placenta 
praevia, and you must determine in each specific 


individual case whether an immediate vaginal 
examination is the indicated procedure. My 
feeling is that many times a vaginal examina- 
tion, unless you are prepared to meet the hemor- 
rhage that sometimes follows, is inadvisable. A 
ease will explain my point. 


A patient had had a severe hemorrhage before 
she was seen. The bleeding had ceased almost en- 
tirely. The physician made a vaginal examination 
and started a severe hemorrhage, so severe that he 
thought it necessary to dilate the patient and de- 
liver her. This he did, although he was totally un- 
prepared for such an operation. Inside of an hour 
the patient was dead. . 


From such a ease there are two points to 
learn.—be careful about vaginal examinations 
in bleeding cases, and if you determine to make 
a vaginal, be ready to meet the possible severe 
hemorrhage. That further means keep away 
from the os uteri and make your diagnosis, if 
possible, by palpation through the culs-de-sae; 
and still again, make no examination if the 
bleeding has ceased, or is stopping, until you are 
fully prepared to meet the emergency. 

In hospital work we constantly see cases 
that have been bleeding for days and one es- 
pecially flagrant case of neglect I recall. The 
physician had correctly diagnosed a placenta 
praevia and then elected to leave the patient 
at her own home without a nurse. Bleeding 
continued and a second hemorrhage occurred 
and she was sent to the hospital by him in a 
very dangerous condition and later he niiively 
said he kept her at home because he had planned 
to take her to a private hospital and there do a 
Caesarean section on her! But the second 
hemorrhage was so severe that he decided the 
Lying-in Hospital should assume the grave risk 
rather than he! 

As the patient approaches full term, the 
problem of the relative size of the baby to the 
mother’s pelvis arises. This problem is_pres- 
ent always in every primigravida and in any 
multigravida with a previous history of diffi- 
eult labors or when the baby in the present 
pregnaney is obviously much larger than in 
previous pregnancies. 

Much has been written of the necessity of 
measuring the patient’s pelvis previous to labor. 
It unquestionably should be done, for it is a 
guide, but that one can settle absolutely whether 
this or that baby can come through by meas- 
urements alone I do not believe. Much more 
reliable than measurements alone is palpation 
of the fetus and the relation of its head to the 
pelvic inlet. The more proficient the physi- 
cian is in palpation, the less does he rely upon 
the measurements. If, before labor, by palpa- 
tion the head is well down in the pelvis, there 
is no worry about the inlet of the pelvis. but 
if the head in a primigravida is high, it is 
necessary to do all we ean to determine wheth- 
er the head will come through the inlet or not. 
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Of course in many cases the head can be forced 
readily into the pelvis, even if it is found to 
be high, but these are not the troublesome 


eases. Where the head is high and the ques- 


after six hours of labor with no vaginal exam- 
inations is not great, and the good such a test 
does many times is worth the wait. I do not 
wish to give the idea that I am advising against 


tion of disproportion—of overriding the sym- the Caesarean. That I am not, except in the 
physis—is present, how best can we answer that unnecessary case. A Caesarean is a simple pro- 
question? Place the patient on her back in the cedure but it is a major operation and carries 
dorsal position and make a vaginal examination. a definite mortality in the hands of even the 
Palpate the contour of the pelvis and try to best men, and when anything goes wrong in the 
reach the promontory of the sacrum. Then, technic, death usually follows. Operators are 
after the pelvis has been explored with the two apt to say that the mortality rate in a Caesar- 
fingers of the left hand in the vagina, swing ean should be about 1-2%. That, in my opin- 
the thumb of this same left hand up over the ion, is not the right way to put it. Each opera- 
symphysis and with the right hand grasp the tor, when he advises a Caesarean, should state, 


fetal head and try to push it into the pelvis. 


The fingers feel the descending head, if it will 
come down; the thumb feels the overriding at 
the symphysis, if it is there, and if it is not, 
then it readily makes out the suleas, if there is 
no disproportion. In many cases the head stays 
high and by these manoeuvres cannot be pushed 
into the pelvis. Then if added pressure is 
made at the fundus, not infrequently can the 
head be pushed down to the lower border of the, 
symphysis and it then is fair to say that there! 
is no real disproportion. 

The inlet of the pelvis is more commonly the 
seat of contraction than the outlet, but the out- 
let is contracted often enough to demand ecare- 
ful examination in all primiparae. Not all 
physicians carry with them the little outlet pel- 
vimeter, but every physician has a fist which 
can always take the place of such a pelvimeter. 
The patient is still in the dorsal position; the 
closed fist is placed between the ischial tuber-, 
osities and with a gentle rocking motion, a very | 
excellent idea whether the outlet is contracted 
or not ean be obtained. This, combined with 
palpation of the pubie arch, gives the informa- 
tion we seek with great accuracy after very 
little practice. 

In by far the majority of eases we find no dis- 
proportion between the baby and the pelvis, and 
our examinations simply make us doubly sure all 
is well. In a small proportion, the dispropor- 
tion is so marked that the treatment is very 
clear and a Caesarean is done on an elected 
date. But there is the doubtful, the border-line, 
case where it is impossible honestly to say be- 
fore labor begins what is the right treatment. 
Tt is in these doubtful cases that Caesarean see- 
tions are being done so frequently. In many 
eases I do not doubt but rightly, but in not a 
few eases unnecessarily. We can measure the 
pelvis, we can palpate the fetus, we can ether- 
ize the patient and try to estimate the dispro- 
portion, if it exists, but we cannot tell what 
labor will do to the fetal head unless we are 
Willing to allow these patients, the border-line 
ones, to have the test of labor. By test of 


labor, I do not mean a couple of hours of in- 
efficient pains, but six or eight hours of good 
The risk of doing a Caesarean section 


labor. 


when asked, what the risk is, what his own mor- 
tality rate is, not what a good series of collect- 
ed cases show. This craze that is at the pres- 
ent time sweeping over the country for 
Caesarean section is entirely unwarranted, and 
I am confident that soon we shall see the pen- 
dulum swing the other way. This advice that 
all primiparous breeches, posterior positions or 
what not be subjected to a Caesarean section is 
not justifiable and I am sure it is not good ob- 
stetrics. In another class of cases, where the 
delivery the first time was difficult, many are 
here again advising Caesarean in the future 
pregnancies. <A case that came to my care last 
year will show you what I mean. 


Some two or three years before. this patient was 
delivered by a difficult forceps operation of a baby 
that lived, and did well. Before the operator left 
this patient he told the husband that if his wife 
were ever again pregnant she would have to have a 
Caesarean. Last year she again went to this obstet- 
rician and he set a date for the Caesarean, but the 
patient objected and said she would not have it 
unless it were absolutely necessary. To make a 
long controversy short, she left her first physician 
and came to me. When I first saw her, two 
months before the expected date of the Caesarean, 
she had a small baby with the head even at that 
time unusually low in the pelvis. As term ap- 
proached, there was no obvious disproportion pres- 
ent and I determined to let her go into labor, re- 


serving a Caesarean if it proved necessary. She de- 
| livered herself two weeks after the appointed date 


tor the Caesarean after a short labor. 


The first hard delivery made us watch her 
closely; but why subject a young girl to a 
Caesarean and to repeated Caesareans unless 
the indication is real, not fanciful? This ease 
is not an unusual story and it is happening 
constantly, and unless we are willing to allow 
some of our patients to go into labor, Caesar- 
eans of course will be the order of the day. 

In primigravidae where the head stays up 
high, the possibility of a Caesarean must be 
kept in mind, but it must be remembered that 
a Caesarean section late in labor carries a very 
high mortality and ought not to be done. Few 
obstetricians will take this added risk; many 
surgeons, however, will. Some patients get well 
after a stormy convalescence, but many die,— 
and these are not reported. 
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If the ante-partum examination is complete 
and thorough, when labor begins, watchfulness 
is the keynote of success. Any deviation from 
what is normal means speedy investigation as 
to the cause. Change in the type of contrac- 
tions, the rate and strength, their prolongation, 
their undue painfulness, or their inefficiency, 
must be noted at once. Unless physicians note 
these characteristics, good obstetrics cannot be 
done. Normal labor is characteristically one of 

and if progress does not take place. 
then we must find out why it does not. Palpa- 
tion will show the descent and flexion of the 
head, and when the head cannot be felt from 
above, the advance of the head may then be 
followed by the resistance behind the anus. The 
characteristic change from first to second stage 
pains and the increasing show which usually 
occurs, all point that progress is satisfactory. 
When such a condition is present, when the 
ante-partum examination shows that the pre- 
senting part is in the pelvis, then vaginal exam- 
inations in labor should be done away with or 
only one, or at most, two, should be made under 
the strictest aseptic precautions. 

Recently, much has been said of rectal exam- 
inations instead of vaginal examinations in 
labor. Many patients complain that they are 
more painful and in some eases, especially when 
there are hemorrhoids present, they ought not to 
be used. I find rectal examinations are a great 
help in following the advance that is being 
made, especially so when the advance is slow 
and one wishes to avoid repeated vaginal exam- 
inations. 

By watching the action of the uterus, we 
know whether it is tiring or whether it is be- 
coming tumultuous or whether it is beginning 
to be boardlike. If the normal contractions and 
relaxations do not take place, we may be sure 
some complication is arising. If we neglect to 
note this change from normal, not infrequently 
a difficult operative delivery is forced upon us 
later when early interference would have been 
relatively easy. One of the first signs of a 
separation of the placenta is the change from 
normal in the feel of the uterus. It loses its 
soft relaxations and becomes hard and board- 
like and exquisitely tender. In beginning con- 
traction rings, the lower uterine segment be- 
comes tender and the normal relaxation is ab- 
sent. A tired-out uterus may have few and 
very inefficient contractions. These few ex- 
amples are enough to show the importance of 
watching the action of the uterus constantly 
Hand in hand with this, goes listening to the 
fetal heart: and it is astonishing how careless 
many physicians are about this aid to the child’s 
condition. At the beginning of labor there sel- 
dom is any interference with the fetal circula- 
tion, but after the second stage starts or after 
the membranes rupture, the danger to the child 
begins. The fetal heart must be watched con- 
stantly if we are to protect the fetus. 


With the birth ot the baby many physicians 
feel that all danger and anxiety for the out- 
come is over, but I cannot feel safe until the 
third stage is successfully completed. More 
post-partum hemorrhages occur as the result of 
a badly managed third stage than any other 
single cause. The placenta may separate in a 
very few minutes and come down into the vag- 
ina. Then, of course, no damage is caused if it 
is at once expelled, but if it does not separate 
at once, be in no hurry,—it is time well spent 
to allow it to separate normally. There can be 
no set time when to expel it or no set number 
of contractions to wait for. The point to be 
remembered is that, if there is no bleeding and 
the uterus acts well, separation must occur be- 
fore expulsion is attempted. But if bleeding 
takes place, then the uterus should be emptied 
earefully by Credéing. An adherent placenta 
is a very rare complication, and when it oc- 
curs, of course the uterus has to be emptied 
manually unless you happen to believe one re- 
cent writer who advises that the abdomen and 
the uterus be opened and the placenta taken 
out from above. Inspection of the placenta 
ought not to be merely perfunctory. A care- 
ful examination in all cases is needed, for by 
it you know whether you have left behind a 
major portion of the membranes or not, or 
whether a piece of placenta is retained. If the 
membranes are left behind, unless there is 
bleeding, I never attempt to go after them, as 
they will always come away in the lochia with- 
out damage, providing we have not infected the 
genital tract. But it is a different situation 
when placental tissue is left. That should be 
removed at once, for it is sure to cause more or 
less severe bleeding later. A  succenturiate 
placenta is not very uncommon, as I have seen a 
half dozen within the year, two of which were 
in consultation where serious secondary post- 
partum bleeding took place. One of the pa- 
tients nearly lost her life through a combina- 
tion of hemorrhage and sepsis. In the other 
patient, the cause was recognized early and a 
curettage speedily cleared up the condition. 
Both patients, however, were subjected to an 
unnecessary risk because of failure to recog- 
nize this condition. 

How so many physicians dare to leave their 
obstetric cases so soon after delivery, literally 
as quickly as they can pack up and get out, has 
been to me a great source of wonder. They 
eannot know that the uterus is well and firmly 
retracted; and until that fact is established, is 
it right to leave a patient? 

In a publication of the Children’s Bureau 
which came out this year on Maternal Mortal- 
ity, the astounding facts were brought out that 
‘*in 1913 in the ‘death registration area’ of the 
United States, 10,010 deaths were reported as 
due to conditions caused by pregnancy and 
childbirth. Of these deaths 4542 were reported 
as caused by puerperal septicemia.’? Using 
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these figures as a basis it was estimated that 
there were in the whole United States 15,376 
deaths in 1913, due to childbirth, and 6977 of 
these were due to sepsis. 

Such figures are staggering and almost un- 
believable. But Dr. Meigs, the author of the 
pamphlet, says that the figures are probably a 
gross underestimate, and this conclusion is 
backed up by the quotation I read earlier in 
the paper about the falsification of death causes 
in Fall River. It is not to be supposed that 
conditions. are any worse as regards honest 
death returns in Fall River than in other 
cities and towns. 

We are not going to improve our mortality 
rate in obstetrics unless we first admit one ex: 
ists. If we try to cover up the causes of deaths 
and try to blind ourselves to the real underly- 
ing cause, we shall never improve the condition. 
Physicians cover up deaths from sepsis because 
they fear they will be blamed—and is that fear 
groundless? They should be in by far the 
majority of cases of sepsis. Read Oliver Wen- 
dell Holmes’s original communication on the 
havoc of puerperal fever, in the New England 
Quarterly Journal of Medicine and Surgery for 
April, 1843. Read Sinclair’s book on Sem- 
melweis, a pathetic life story. The deaths 
then were terrible, but those men showed the 


cause, and we now, knowing the cause, still lose| ing 


thousands of women a year from what is surely 
almost entirely a preventable disease. Com- 
munities point to their low death rates from 
typhoid and other preventable diseases, but as 
yet there has been no sustained effort to lower 
the death rate from diseases of childbirth. The 
death rate has remained about stationary, with 
slight annual fluctuations but with no steady 
drop. 

Dr. Meigs compares the death rates from fif- 
teen foreign countries with that of the United 
States and shows that the United States stands 
fourteenth in the list, only two countries, Switz- 
erland and Spain, showing a higher rate, while 
Sweden, Norway and Italy show the lowest 
rates. 

Can we dispute these facts as published by 
the federal government, or must we accept 
them as the true state of affairs? I am afraid 
there is nothing for us to do but to accept them 
and go to work in every possible way to im- 
prove them. The State Department of Health, 
under the stimulus of the war, is already plan- 
ning out a campaign to enlighten the women 
of the State what better obstetrics means, what 
child conservation means, and it will not be 
long before definite propositions to improve 
these bad conditions will be before us. 

Now to be specific, how can we cut down the 
death rate from sepsis? In a word, we must 


develop the physician’s conscience, his obstetric 
conscience, if you will. We all know obstetrics 
is surgery and an important branch of surgery, 
and no man will for an instant think he can do 
surgical work without being clean, surgically 
clean. The slovenly, dirty methods in obstet- 
rics must be driven out. Much surgical work 
is done in community hospitals and if cases go 
wrong in them, there is a certain amount of 
publicity gained, which hurts. Most obstetric 
work is done in homes where the standard is 
what the physician elects it should be. When 
cases here go wrong they are more easily cov- 
ered up than if they are within the hospital. 
That they are covered up, I think I have already 
sufficiently shown. 

Careful ante-partum examinations will re- 
duce the need of vaginal examinations in labor 
and therefore reduce the opportunity of carry- 
ing infection into the vagina. Shaving the pa- 
tient, and careful scrubbing of the external 
genitals, combined with the use of rubber gloves, 
will still further minimize the danger from 
sepsis. Bungling operating without sufficient 
experience, without any standards of asepsis, 
is one of the chief causes of sepsis. The will- 
ingness of many physicians to do hard opera- 
tive work in obstetrics when they hesitate to do 
minor surgical work is beyond my understand- 


It is no credit to a physician that he goes 
through years of practice without sepsis. It 
simply means that he is surgically clean; that 
he has an obstetric conscience. But on the 
other hand, a physician who has several cases 
of sepsis a year should be severely criticized 
and should be made to feel that he is a menace 
to the community wherein he practises, and 
until he improves his technic he should be 
barred from practice. 

When sepsis appears, the first thing to do is 
to admit it, and then treat it. I am confident 
that much damage is done by the so-called rad- 
ical treatment of this condition. The curette 
or the douche does more harm than good. They 
generally spread the infection and make a bad 
matter rapidly worse. Placing the patient in 
Fowler’s position, an icebag to the fundus of 
the uterus, small doses of ergot, fresh air and 
plenty of good food, no matter whether the pa- 
tient is running a temperature or not, is much 
better treatment than the curette or the douche. 

Such then, in brief, is the outline of what bet- 
ter obstetrics means. The obstetric situation 
today is not a pleasant one, but the ray of light 
in it is the awakening of the public demand 
for improved obstetric hospitals and for a 
higher standard of obstetric work. It is a grow- 
ing demand and one that we physicians must 
recognize,—be ahead of and not lag behind. 
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FOCAL INFECTION AND RHEUMATISM® 
By E. M.D., Boston. 
I. Scope of Paper. 
THE object of this paper is to summarize 
briefly the more important points in our pres: 
ent knowledge of focal infections in their re- 
lation to chronic arthritis, and to give in some 
detail the main indications for treatment of the 
latter disease. 


Il. Historical. ; 
The general theory of systemic disease aris- 
ing from some local lesion is very old. 8, 
Spooner, M. D.,? a dentist, in his ‘‘Guide to 
Sound Teeth,’’ published in 1838, remarks :— 
‘‘There can . . be no doubt but that diseases in 
the mouth often severely affect the constitution, 
and are conducive to several diseases of the 
general system.”’ 
thinking that our success in the treatment of all 


chronie diseases would be very much promoted 


by directing our enquiries into the state of 
the teeth in sick people.’’ E. G. Kelley, M.D..,? 
another dentist, in his book ‘‘Kelley on 
the Human Teeth,’’ published in 1843, expresses 


similar views, and quotes Dr. Fitch’s report of. 
‘‘two remarkable cases of rheumatism 


by the teeth,’’ one of which was permanently 
relieved by extraction of the diseased teeth. 
Note that these ideas were expressed several 
years before the birth of bacteriology—in 1850. 
On October 20, 1875, Dr. John W. Riggs, a 
Hartford, Conn., dentist, read a paper before 


And again :—‘‘I cannot help tissue, gall-bladder, appendix, and the various 


stream. An example of the former would be 
an infected tonsil, the erypts of which allow 
easy access to bacteria from the mouth, and the 
interior of which is an almost ideal breeding- 
place for micro-organisms. The tissue is par- 
tially walled off from the general circulation, 
thus protecting the parasites from the bac- 
tericidal powers of the body, and favoring the 
development of symbiosis between host and 
parasite. Bacteria may escape through the 
capsule to the peritonsillar tissues, through the 
lymph channels to cervical glands and probably 
to pleura and lungs, or through the blood stream 
to joints and viscera. Secondary foci may be 
formed in any of these tissues, and may in turn 
furnish bacteria for further dissemination. 
Common locations of foci are the tonsils, root 
eanals of the teeth, accessory sinuses, adenoid 


organs of the male and female pelvis. 
common locations are furuncles and ulcers of 


the skin, the middle ear and mastoid, infections 
about finger and toe nails, and ulcers and in- 


fected thrombi of the rectum. From these 
foci of infection, there may emanate bacterial 
emboli or a bacteriemia. 

The various strains of streptococci are the 
most common offenders. The bacteria or bac- 
terial emboli enter the blood stream and lodge 
in the smaller or terminal blood-vessels in the 
various tissues and form new colonies, or release 
toxins when they die that poison the tissues. 


the American Academy of Dental Surgeons in 


New York, ascribing pyorrhoea as a cause of 


systemie disease. Two years later, in 1877, Dr. 
Alfred Mantle, of England, pointed out the re- 
lationship between the tonsil and rheumatie 
fever. In 1899, Adami*® published his paper 


on ‘‘Latent Infection and Subinfection.’’ and 


in 1914 he elaborated the ideas expressed in his’ 
early paper. 

In 1900 Poynton and Paine,* of England. 
began their wonderful series of papers on rheu- 
matic fever, proving that the disease is caused 
by the diplococeus rheumaticus, or streptocoe- 
cus rheumaticus, and that the original focus of 
infection is usually in the tonsils. 

In 1909, Billings’ and Rosenow began to 
publish the results of their work at Rush Med-. 
ical College on focal infections, and, by won- 
derful team work of clinicians, laboratory 


and surgeons, put the whole subject on a s 
tifie basis. 


IIT. Focal Infection. 

Billings defines a foeus of infection as ‘‘a 
cireumseribed area of tissue infected with path- 
ogenie micro-organisms.’’ The foci may be 
primary, usually located in tissues commnunicat- 
ing with a mucous or cutaneous surface; or 
secondary, from extension of the infection 
through tissues, lymph channels, 
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The various strains have a specific elective 
pathogenic affinity for the tissues in which they 
lodge. Cultures from a ease of endocarditis, 
injected intravenously into rabbits, will give 


their chief lesions in the heart of the animal; 
eultures from the gall-bladder will produce 


choleeystitis, and from the appendix, appendi- 
citis. The strain of streptococcus may change 


its affinity after a period in animal tissue, thus 


accounting for the lighting up of an appendix 
or a gastric uleer in a person subject to, per- 
haps, recurrent attacks of acute arthritis. 

The scientific demonstration of the truth of 
this conception of foeal lesions as a cause of 


systemic disease has revolutionized our treat- 
ment of scores of diseases. Many of the diseases 


formerly supposed to owe their etiology to some 
‘*diathesis’’ or ‘‘dyserasia’’ are now known to 
be of infectious origin. Rheumatism is an ex- 
cellent example of the above statement, and the 
erroneous idea that ‘‘red meat’’ and acid fruits 
and vegetables cause rheumatism is still deeply 
embedded in the mind of the layman. 

Nearly every one has at some time some local 
infection which might become a focus of sys- 
temie disease. The factors involved in the rel- 
ative infrequency of systemic infection as com- 
pared to local infection concern both the host 
and the parasite. As regards the host, his 


or blood general physical condition and his natural or 
acquired immunity are governing factors. The 
natural defenses of the body—the bactericidal 
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powers of the tissues, blood plasma, and 
phagocytes—protect the large majority of 
people from systemic infection. Indeed, the 
local infection may itself act as a stimulant to 
the development of body defenses and the for- 
mation of proteciive antibodies. 

Exposure to cold, malnutrition, exhaustion, 
aleoholie excesses, and the drug habit all tend 
to lower the resistance of the individual. 

As regards the parasite, its virulence, the 
number present, and accessibility to avenues of 
exit from the primary focus are factors having 
to do with the development of systemic disease 
from the local infected area. 

In order to realize the importance of the sub- 
ject, we have only to consider the large number 
of diseases that have been proven to develop, 
or may develop, from focal infections. Of the 
common acute diseases, rheumatic fever with 
its sequelae such as endocarditis, myocarditis, 
pericarditis, and pleuritis; cholecystitis, acute 
appendicitis, acute nephritis, purpura, and 
erythema nodosum probably always arise from 
a focal infection. 

Gastric and duodenal ulcer, iritis, chorea, 
pancreatitis, and spinal myelitis usually owe 
their existence to distant infected foci. 

Chronie infectious nephritis, cholecystitis, 
endocarditis, neuritis, and arthritis deformans 
have been definitely proven to be in this cate- 
gory. Some cases of anaphylactic disease, such 
as bronchial asthma, urticaria, and hay fever, 
are caused by a focal infection. 


IV. Rheumatism. 

Rheumatism may be taken as an example 
with which to describe in some detail the devel- 
opment of systemic disease from a focal infec- 
tion. The term ‘‘rheumatism’’ is a much- 
abused word. By many, it is applied, not only 
to the various types of arthritis, acute and 
chronic, but it is also used as a sort of blanket 
diagnosis covering all obscure aches and pains. 
Arthritis is a much better term to apply to the 
various diseases of the joints and surrounding 
tissues. Of the acute types it is necessary to 
distinguish between the ordinary rheumatic 
fever and acute gonorrhoeal arthritis. The 
former never causes suppuration in the joints, 
and usually subsides without causing permanent 
damage to the joint structures. It frequently 
follows acute tonsillitis, or other acute strep- 
tococeus infection. 

The gonorrhoeal type always accompanies or 
follows an acute urethritis. Suppuration fre- 
quently occurs in the joints, which are often 
permanently damaged. The suppurating joints 
must be treated surgically. 

The chronic arthritides are more complex, 
and less easily differentiated. Arthritis defor- 
mans, the ordinary kind of so-called chronic 
rheumatism, is a fairly distinct type. The 
chronic course, with exacerbations and remis- 
sions, enlarged, painful joints, contractures of 


muscles from myositis, deformities of joints. 
and a tendency to attack the larger joints, is 9 
fairly distinct clinical picture. Chronie gout 
Is a rare disease in this country. The exacerba- 
tions are more violent, the small joints are 
usually the ones attacked, and in a very large 
majority of the cases the joints of the great toe 
are at some time involved. Gouty tophi are 
usually present and the uric acid content of the 
blood is increased.* 

Chronic gonorrhoea! arthritis is more apt to 
be monarticular, and the knee, ankle, wrist, 
shoulder, and spine are the joints most fre- 
quently involved, in the order named. Myosi- 
tis practically never accompanies it. The gon- 
orrhoeal focus can usually be found.® Tuber- 
culous joints are usually single, often suppurate, 
and frequently follow trauma. Charcot joints. 
with the disorganization of joint structures, are 
always associated with tabes. Senile arthritis, 
a degenerative process, is recognized by the age 
of the patient, and the absence of chronic 
myositis. A sort of vascular arthritis occurs in 
eases with poor circulation.’® 

Arthritis deformans may be hypertrophic or 
atrophic; in fact, the atrophic is frequently the 
end stage of the hypertrophic. The spine is 
frequently involved. In every case a primary 
focus of infection may be assumed, from which 
bacteria, or bacterial emboli, are released and 
lodge in the smaller blood-vessels of the joint 
tissues. Endothelial r-vliferation of the lining 
of the blood-vessels occurs, with or without 
thrombosis. There results blocking of the 
blood-vessels with hemorrhage into the imme- 
diate tissues, and multiplication of leu 
and plasma cells, or fibrino-plastie exudate with 
connective tissue overgrowth."' The circulation 
in and about the joint is seriously impaired. 
and the nutrition of the joint suffers. Adhe- 
sions form, and the tissues are matted together. 
interfering with the mobility of the joint. The 
neighboring muscles are usually infected, caus- 
ing the troublesome contractures which are the 
chief cause of deformities. The metabolic 
changes in the joint tissues have been well de- 
seribed by Nichols and Richardson.** 

V. Primary Focus. 

The primary focus of infection may, theo- 
retically, be located in any tissue in the body, 
and in some cases it is difficult to find. The 
most common locations are the tonsils, the peri- 
dental tissues, and the accessory sinuses. Ton- 
sils may appear perfectly normal, and yet har- 
bor the primary infection. 

may exist at the apices of teeth 
with absolutely no clinical symptoms. A very 
large percentage of devitalized teeth have ab- 
scesses at the roots, and the x-ray is the only 
sure way of discovering the abscess. Teeth with 
crowns or bridges are particularly apt to harbor 
infection about the roots. The accessory sin- 
uses may harbor a local infection without giv- 
ing clinical symptoms. Here again the x-ray 
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is the deciding factor. The prostate gland, 
Fallopian tubes and pelvis of the kidney, gall- 
bladder, or appendix theoretically may harbor 
the primary infection. It is probable that 
some cases are the result of infection in the 
bowel, not from the absorption of the products 
of proteid putrefaction, or from the absorption 
of bacterial toxins, but from the passage of the 
bacteria themselves through the intestinal wall 
and into the blood or lymph stream. 

As bacteria probably do not pass through 
the healthy intestinal mucosa, injury to the 
bowel by infection or as a result of stasis or 
chronic constipation must be assumed. Bever- 
idge™® called attention to the fact that many 
soldiers in the South African War suffered 
from arthritis following attacks of acute dys- 
entery. Micrococci were isolated from the 
blood in cases with arthritis, but were not 
found in cases without arthritis. If a patient 
with arthritis has visceral ptosis and stasis, it 
should not be assamed that the stasis is the 
cause of the arthritis. The focus of infection is 
much more likely to be elsewhere. 

The internist requires the co-operation of var- 
ious specialists in handling these patients. It 
is frequently necessary to have examinations 
made by the nose and throat man, aurist, gyne- 
ecologist, G.-U. specialist, roentgenologist and 
dentist. Valuable information may be _ ob- 
tained by examining the blood, stools, urine 
and joint ex dates for }scteria. In some cases 
it may be advisable to excise lymph nodes prox- 
imal to the affected joints, and isolate the of- 
fending organism. The knowledge may prove 
valuable, for it does not necessarily follow that 
hecause a patient with arthritis has enlarged 
tonsils, the latter are the cause of the arthritis. 
The general condition of the patient must be 
carefully observed. Many of these patients 
are undernourished, and their metabolism im- 
paired by the chronic toxemia resulting from 
the bacterial metabolism. Mental depression is 
a common symptom that requires attention. 

A careful and complete history of the pa- 
tient is always essential. Recurrent attacks of 
sore throat or tonsillitis would bring the tonsils 
under suspicion, however innocent they may ap- 
pear. A constant or recurring unilateral nasal 
discharge would raise the question of a chronic 
infection in one or more of the sinuses. Any 
constant or recurring discharge from the ear 
would call attention to the middle ear as a 

ible focus of infection. The source of pus 
in the urine should always be ascertained, as 
infection in the kidney, bladder, prostate, sem- 
inal vesicles, uterus, or Fallopian tubes may be 
the source of systemic disease. 

As syphilis may be the cause of a type of 
chronic arthritis, a Wassermann test is indicat- 
ed in obscure cases.”* 

VI. Treatn ent. 
The treatn 2nt of arthritis deformans and, in 


fact, of all of the diseases that may arise from a 
focal infection should begin with the birth of 
the child. Of first importance is the care of 
the mouth. St. Vincent’s Orphanage in Bos. 
ton, an institution earing for about 300 chil- 
dren between tke ages of 4 and 14, prior to the 
year 1910 maintained no dental supervision of 
its inmates. The number of cases of infectious 
disease in the years 1908 and 1909 was 103 
each year. In 1910 Dr. Frederick A. Keyes 
was appointed visiting dentist, and installed a 
system of prophylactic dentistry. The figures 
of incidence of infectious diseases for 1910, 
1911, 1912, and 1913 are respectively 87, 52, 
20, and 7. The seven cases in 1913 were due 
to an epidemic of measles, introduced by a new 
inmate.’® These startling figures give a glimpse 
of what may be possible for a community in the 
way of prophylaxis. The so-called slight in- 
fections of childhood may be the cause of re- 
sidual infectious foci that endanger the future 
health or even the life of the child. It is hard- 
ly necessary to observe that in all the so-called 
children’s diseases, the advice of a competent 
physician should supersede that of-‘‘grandma.”’ 


The general care of the child as regards 
clothing, bathing, care of teeth and mouth, and 
intelligent regulation of the diet, influences the 
whole future life of the individual—physical, 
mental, and moral. 

The treatment of arthritis deformans varies 
with the condition of the patient. The first 
step is to find and remove the primary and all 
possible secondary foci of infection, and usually 
the surgeon must be called in. It must be remem- 
bered that every colony of the causative micro- 
organism is a focus that may continue to fur- 
nish bacteria to the blood stream after the 
primary focus is removed. The colonies in the 
joint tissues may themselves be sufficiently vig- 
orous to keep alive the infection after the sur- 
gical removal of the original source of infec- 
tion. This accounts for many failures in treat- 
ment. 

After the local infection is removed, the task — 
is but begun. Every possible means must be 
used to build up the resistance of the patient. 
Rest, fresh air and sunshine, tonics, baths, ex- 
one. and diet must all be given careful atten- 
ion. 

Rest.—Rest in bed is advisable if there is 
much active inflammation, until the excessive 
tenderness of joint tissues abates. 

Fresh Air.—Plenty of sunshine and fresh air 
have the same beneficial effect in these cases as 
in other chronic diseases. 

Drugs.—As regards drugs, salicylates relieve 
the pain, and iron or arsenic may be indicated 
as general tonics. The bitter tonics or hydro- 
chloric acid in essence of pepsin may be used 
to stimulate the appetite. 

Baths.—The excretory functions of the skin 
should be stimulated by daily baths. Many of 
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these patients are too debilitated to take cold 
baths, but t pid baths are just as beneficial. 

Diet—As regards the diet, it should be re- 
membered that the old ‘‘red meat’? theory was 
exploded in 1902, but the idea is not yet com- 
pletely eradicated. It was formerly assumed 
that uric acid and rheumatism were in some 
way related, and that the so-called red meats— 
beef, mutton, venison, ete.—contained more uric 
acid than the lighter-colored meats. Both as- 
sumptions were wrong. Arthritis deformans is 
an infectious disease, and the only respect in 
which food influences its course is in the way of 
general nutrition. As regards the “‘red meats,’’ 
it was definitely proven, over fifteen years ago, 
that beef, mutton, etc., contain less than one- 
third as much of the purin bases (from which 
uric acid is formed) as chicken, veal, and lamb.” 

Proteid.—Patients with arthritis deformans 

need plenty of protein to help build up the 
wasted muscles and other tissues. Recent work 
by the biological chemists seems to show that all 
of the amino acids found in the various proteids 
are necessary constituents of the body, and it is 
probable that a considerable surplus of pro- 
teid, above the quantitative proteid require- 
ment, is necessary in order to furnish a suff- 
cient variety of amino acids to satisfy the wants 
of all the body tissues. Meat, fish, milk and 
eggs should be given freely, and the total pro- 
teid intake should approximate 100 grams 
daily. 
The carbohydrate intake should be regulated 
according to the general state of nutrition of 
the patient. The obese patient should have 
small quantities of bread and sweets, with an 
abundance of green vegetables and fruit. The 
poorly nourished patient should have plenty of 
bread, with butter, milk, and cream added 
freely to the diet. All of these patients should 
have plenty of fruit and fruit juices, and fresh 
vegetables to supply the various salts necessary 
for the body chemistry. 

It should be remembered that the old idea, 
that acid fruits and vegetables cause rheuma- 
tism or ‘‘make the blood acid,’’ is erroneous. 
On the contrary, practically all of the organic 
acids in our common fruits and vegetables form 
alkaline carbonates when absorbed, and increase 
the alkali reserve of the blood. Prunes, plums, 
and cranberries are the exception.’’ Oranges, 
grapefruit, tomatoes, etc., with a sufficient quan- 
tity of the fodder vegetables to give the neces- 
sary bulk to the stools, are indicated. 

The fats are used freely or sparingly accord- 
ing to the patient’s store of body fat. Butter 
and cream are, as a rule, very easily handled by | 
the digestive tract. It is never necessary to 
give olive oil or cod liver oil, as butter and 
cream are no more expensive, are just as nour- 
ishing and much more palatable. 

Fluids—The fluid intake is important. 
Sufficient water and other liquids, such as tea, 
coffee, and milk, should be given to enable the 


kidneys to excrete with the least possible irrita- 
tion not only the normal waste products of 
metabolism, but also the toxins released from 
the dead bodies of the bacteria, or formed by 
the bacterial metabolism. A minimum of two 
quarts daily should be given to an adult. In- 
telligent supervision of the diet is the most im- 
portant single factor in building up the health 
of these patients. 

The local treatment of the joints in the se- 
verer cases is a problem for the orthopedic sur- 
geon. Every possible means should be used to 
restore the circulation in the anemic and under- 
nourished joint tissues. In the stage of active 
inflammation rest is essential, and bandages, 
splints, or plaster casts may be necessary. After 
the active inflammation has subsided, passive 
motion should be used, then active motion, and 
finally graduated exercise of the joint to break 
up adhesions and restore mobility. Massage is 
particularly beneficial. Alternating hot and 
cold shower baths improve the circulation, and 
electricity relieves the pain and may help the 
tissue metabolism. The Bier treatment may be 
used to induce a passive hyperemia of the joint. 
In some cases, surgery in indicated to reduce de- 
formity caused by contractures and ankylosis. 

Vaccines.—Vaccines may be indicated to 
assist in the formation of specific antibodies. 
The autogenous vaccine should always be used. 
The use of stock vaccines is unscientific, and is 
quite as likely to do harm as good. 

‘Sera have been tried without any beneficial 
result, and in some cases distressing anaphylac- 
tic symptoms result. 

Recently Miller and Lusk"* have treated acute 
and chronic cases of arthritis with intravenous 


‘injections of foreign protein. Proteose, albu- 


mose, and typhoid vaccine were used with good 
immediate results. Thomas’ has recently re- 
ported a series of 86 cases treated with typhoid 
vaccine. The end-results do not seem very 
promising, but more experimental work along 
these lines may demonstrate the value of this 
method of treatment. 

VII. Conclusion. 

There is still much to learn about infection 
and arthritis. Neither our knowledge of these 
subjects nor our methods of treatment have yet 
approximated perfection, but the progress in the 
past ten years gives hope for the future. 

Our success in the treatment of these ar- 
thritics will be directly proportional to the 
amount of intelligent, painstaking work and 
attention to details. One hundred per cent. of 
cures is not 
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CAUSES AND TREATMENT OF CHRONIC 
HYPERACIDITY, HEARTBURN AND 
SOUR REGURGITATION. 


By Louis FiscHBetn, M.D., Boston. 


THERE are very few affections in the domain 
of internal medicine, the conception of which is 
so much influenced by the @ priori view of the 

physician, as are some of the affections of the 
gastro-intestinal tract. One needs only to men- 
tion the significance and importance attached 
by some physicians to ptosis of the abdominal 
organs, the views as to the importance of consti- 
pation as a cause of local and general disorders, 
and the vague conception of biliousness, nervous 
dyspepsia, intestinal indigestion, and auto- 
intoxication. It is much the same as regards 
hyperacidity, although this is one of the most 
familiar gastric disorders, and one that the 
a sician is daily called upon to treat. Only 
ew years ago, gastralgia played a prominent 
role in painful gastric affections; it was assumed 
to be due to some form of gastric spasm induced 
by hyperacidity. Recently, however, a tendency 
has developed, especially among surgeons, to go 
to the other extreme, and deny the existence of 
hyperacidity as an independent functional dis- 
order, and to regard it merely as a symptom of 
some lesion within the gastro-intestinal tract. 
And even among those who consider chronic hy- 
peracidity as a clinical entity, we find a great 
deal of vagueness as to its etiology, symptoma- 
tology, pathogenesis, and treatment. 

Many physicians class any functional gastric 
disorder as hyperacidity when it gives rise to 
heartburn and sour regurgitations. And even 
such authors as Luthje and Albu consider the 
condition hyperacidity in the presence of these 
symptoms, though the gastric acidity may be 
only normal, or even subnormal. In the latter 
case, however, they use the term ‘‘latent hyper- 
acidity.’’ 


Now these views, which associate heartburn 
with hyperacidity, are, to my mind, erroneous 
‘|and at variance with clinical facts. Comparing 
the findings in the gastric contents with the 
subjective symptoms of the patient, it is found 
that sour regurgitations and heartburn are very 
rarely symptoms of hyperacidity. Sour regur- 


of | gitation occurs only when there is an associated 


hypersecretion, while heartburn is found in 
connection with normal, sub- and even anacidity, 
and is, therefore, when continuous and persist- 
ent, a separate gastric disorder differing from 
hyperacidity in its etiology, symptomatology 
and treatment. 

Chronic hyperacidity as a functional disorder 
and independent of any organic affection is, ac- 
cording to my observation, found only in the 
psychoneurotics, in whom it constitutes a fairly 
common affection. It occurs more often in 
young adults and in the middle-aged than in 
the elderly, and is more common in women than 
in men. The symptoms of hyperacidity appear 
from half an hour to two hours after meals, and 
vary greatly in different patients, and fre- 
quently even in the same patient at different 
times. In the majority of cases there is a sense 
of uneasiness, fullness or distress in the gastric 
or in the umbilical region, belching of gas, dry- 
ness of the tongue, and a disagreeable taste in 
the mouth. Some patients complain of pain in 
the region of the stomach or across the abdo- 
men, of a sense of weight underneath the 
sternum, as if some foreign body had lodged in 
the esophagus, and a disagreeable pressure in 
the back, between the shoulder-blades. In some 
instances the pain and the distress are in the 
lower part of the abdomen, which is greatly dis- 
tended, with tenderness over both iliac fossae, 
belching of gas and passing of flatus,—a con- 
dition which is quite often diagnosed as intes- 
tinal indigestion, and, by some of the older 
physicians, as flatulent dyspepsia. Constipa- 
tion is usually present, but in some cases there 
are normal daily evacuations, and in others 
even diarrhea. The appetite varies, sometimes 
greatly impaired, at other times very good, de- 
pending more upon the general than upon the 
local condition of the stomach. The same is 
true of the weight and the general health, al- 
though losses of fifteen to twenty pounds in 
weight are by no means rare. 

Pains are not frequent, and are rather dull 
in character when present, but in some cases 
they are quite severe, shooting from the gastric 
region through the back, and are relieved by 
food, as in gastric ulcer. In a case of hyper- 
acidity in a psychoneurotic woman, about 55 
years of age, the pains were on a few occasions 
so severe as to originate the suspicion of either 
ulcer or gallstones; but she has since then de- 
veloped diabetes, and the pains, as well as the 
other gastric symptoms, have disappeared, not 
having returned in about seven years. 

There is in addition a train of nervous symp- 


1906, p. 635; Poynton and Paine: Resea 
Poynton, Agassiz and Taylor; A Contrib 
Rheumatic Infection, Based on an Analys 
Practitioner, London, October, 1914, p. 445 
Further Inves tions upon Acute Rheumatism. rans, Interna 
Co., Phila. and London, 1915, p. 118. 
| 


OU 


Vor, CLXXVIII, No.3] BOSTON MEDICAL AND SURGICAL JOURNAL 87 © 


toms, such as headache, backache, i 
pressure on the back of the head, distur 
sleep, and in women, an ‘‘all-gone feeling,’’ pai- 
pitation of the heart, and various paresthesias. 
These nervous symptoms are in some patients 
quite prominent, while in others they are 
masked by the local symptoms, and elicited only 
by close questioning. 

Sour Regurgitation or Acid Eructation. 
This occurs only when there is an associated 
hypersecretion, which, contrary to the general 
opinion, is found quite often in normal and 
subacidities. This, however, refers only to the 
so-called digestive hypersecretion, as my experi- 
ence in gastrosuccorrhea continua is limited; 
but in one case of the latter affection that came 
under my observation a hypoacidity was found 
in the gastric contents after a breakfast test. 

Heartburn. This is, when continuous and 
persistent, a distinct separate gastric neurosis, 
as it is rarely found in hyperacidity, and is, on 
the other hand, quite common in some forms of 
dyspepsia with normal, sub- and even anacidity. 
In the case of a psychasthenic woman, in whom 
heartburn was the dominant symptom, the ex- 
amination of the stomach contents showed an 
absence of free hydrochloric acid and only a 
low total acidity. As an experiment, she was 
given 15 drops of acid mur. dil. after meals. 
with the result that her heartburn became much 
worse. This case incidentally illustrates the 
futility of sending the stomach contents to a 
laboratory for examination, and i 
treatment upon the findings. 

Heartburn is due, not to the acid contents of 
the gastric juice, but to a hyperesthesia of the 
gastric mucous membrane, whic. perhaps ac- 
counts for its frequent occurrence in the early 
stages of some cases of gastric carcinoma, 
where there is yet some free hydrochloric acid 
and good motility, and none of the organic 
acids to which it is usually ascribed. Here, as 
there, the heartburn, in my opinion, is due to a 
hyperesthesia of the gastric mucous membrane; 
but in cancer the hyperesthesia is organic, the 
result of an accompanying irritation, and in 
some cases inflammation, of the gastric mucous 
membrane. 

Heartburn differs from hyperacidity in being 
at times psychogenetic, while the latter is al- 
ways neurogenetic. The difference between the 
terms ‘‘psychogenetic’’ and ‘‘neurogenetic,”’ 
while it may be merely metaphysical in theory, 
is quite concrete and useful in practice. Extra- 
systoles, discovered in a patient who has no 
heart symptoms, are certainly neurogenetic; but 
dyspnea, occurring in a woman patient as soon 
as she learned that she had a murmur (which 
turned out to be only functional), is certainly 
psychogenetic. Pyloric stricture in an infant, 
if due to nervous influences, is undoubtedly 
neuro- and not psychogenetic, while the con- 
stant and noisy belching of gas which occurs in 
some cases of heartburn where there is no sign 


of either gastric or abdominal distention, is 
probably psychogenetic. Another difference 
between hyperacidity and heartburn is that the 
former yields readily to treatment by diet and 
alkalies, while these measures have but little 
influence over the latter, which is. indeed, fre- 
quently made worse by alkalies.* 

Diagnosis. The diagnosis of hyperacidity 
cannot be made without the use of the stomach 
tube, as the same symptoms may occur in 
chronic gastritis and in cases of anacidity in 
which heartburn is no feature, and which re- 
quire different treatment. 

Hyperacidity, as here referred to, is assumed 
when the free hydrochloric acid is above 35 and 
the total acidity above 55. The gastric contents 
are extracted 50 minutes after a Boas-Ewald 
breakfast test, and examined, unfiltered, amido- 
azo-benzol being used for the qualitative and 
the quantitative determination of the free hy- 
drochloric acid, and the titration with the deci- 
normal sodium hydrate solution is continued 
until the pink color has almost entirely dis- 
appeared. And wien, upon the introduction 
of the stomach tube, there is a sudden gush of 
a large quantity of a somewhat pale, clear liquid, 
with but little sediment, the existence of a di- 
gestive hypersecretion is assumed. 

Hyperacidity is to be differentiated from 
gastric ulcer and from various other affections 
in which, according to many authors, it occurs 


the symptomatically, as in gallstones, acid gastritis, 


chronic appendicitis, nephrolithiasis, chlorosis, 
chronic constipation, and eye strain. The dif- 
ferentiation from ulcer is easily made by test- 
ing the stools for occult blood, which is absent 
in hyperacidity, and, according to my experi- 
ence, invariably present in ulcer. From the 
other affections it is distinguished by the sub- 
jective symptoms and objective findings pecu- 
liar to these affections. On the other hand, it 
is somewhat questionable whether the digestive 
disorders in the above affections, with the ex- 
ception of gastric ulcer, are actually accom- 
panied by hyperacidity. The observations con- 
cerning the nature of these disorders have been 
only occasional and of isolated cases, and, so 
far as I know, no systematic examination has 
ever been made actualiy to determine this point. 
This is particularly true of constipation, which, 
under the name of colonic stasis, has been made 
responsible, not only for hyperacidity, but also 
for a variety of other affections. Typical cases 
of psychoneurosis have been cited by some au- 
thors as examples of auto-intoxication due to 
intestinal stasis, and Penzold even asserts that 
the bad behavior and ill manners of many chil- 
dren, upon whom punishment has no effect, can 
be entirely removed by a colonic irrigation. 
And he even goes so far as to say that adults 
committing impulsive criminal acts should have 
entirely from 
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their punishment mitigated if they are found 
to be sufferers from constipation. 

There can be no doubt, however, that the im- 
portance of constipation as a cause of disease 
is here ridiculously exaggerated; and its baneful 
effects, as described by Penzold and others, are, 
to my mind, due to metaphysical spesuiatiena 
and not to an accurate observation and logical 
interpretation of clinical facts. Constipation, 
according to my observation, is either a sec- 
ondary or a codrdinate symptom of a general or 
local disorder, and not the cause. In numerous 
eases of the psychoneuroses, the bowel action is 
suspended with an aggravation, and resumed 
with an improvement, of the general condition ; 
in others the constipation disappears while the 
general condition remains the same. One neu- 
rotic young woman, whose symptoms were at- 
tributed to colonic stasis, took in one day eight 
alophen pills, four tablespoonfuls of castor oil, 
and three enemas, all without any result. But 
measures directed toward the improvement of 
her gener 1 condition, with oil injections into 
the rectum, restored the |iowel function, with- 
out, however, improving the general symptoms. 
The exaggerated idea among the laity of the 
importance of open bowels will at times bring 
about a train of nervous symptoms in patients 
suffering from habitual constipation, but the 
symptoms, 1 am convinced, are not due to con- 
stipation as such; they are merely psycho- 
genetic, and can be induced by various other 
auto-suggestions. 

It does not follow, however, that constipation 
need not be combated, or that it is not likely to 
aggravate any acute or chronic pathologic con- 
dition; exception is merely taken to its being 
considered a cause of disease. 

Etiology and Pathogenesis. Hyperacidity 
and heartburn are practically forms of nervous 
dyspepsia, and their causes are the same. Ner- 
vous dyspepsia is not a local gastric neurosis, in 
the original sense of von Leube, but a general 
neurosis with dyspeptic symptoms, the latter 
being either a symptom or part and parcel of 
the general nervous disorder. Dreyfus, whose 
description and classification of nervous dyspep- 
sias has brought order into chaos, divides them 
into the following two groups, and cites cases to 
illustrate the different types :-— 

Group 1. Degenerative psychopathologic 
conditions with dyspeptic symptoms: 

(a) Psychopathy (psychasthenia, constitu- 
tional neurasthenia) with psychopathic reac- 
tions as a cause of dyspepsia; 

Psychogenetic dyspepsia; 

(c) Hysteria as a cause of dyspepsia; 

(d) Cyclothymia as a cause of dyspepsia. 

Group 2. Acquired neurasthenia with dys- 
peptic symptoms. 

If we accept this classification, it follows that 
nervous dyspepsia is not a clinical entity, but 
that it varies according to its a and that 
it should, therefore, for practical purposes, be 


spoken of according to its dominant symptoms, 
as hyperacidity, heartburn, nervous vomiting, 
nervous anorexia, etc. Besides, the types as de- 
scribed by Dreyfus, while they clear and define 
our conception of nervous dyspepsia, are not 
so easily differentiated in practice, and do not 
offer any special indication for treatment, which 
must be symptomatic as well as general. 

The conception of nervous dyspepsia as a part 
of a general neurosis answers the question as to 
why hyperacidity is occasionally found to exist 
without causing any symptoms. The explana- 
tion, according to my mind, is as follows :— 

With a normal nervous system (the term 
‘*normal’’ being relative only) there is also a 
normal sensibility of the gastric mucous mem- 
brane, which is not affected by a little more 
acid in the gastric juice. With a disordered 
nervous system, and therefore with a hyper- 
esthetic mucous membrane, an increased acidity 
will cause an abnormal local reaction. In the 
severer forms of the neuroses the hyperesthesia 
of the mucous membrane is increased to such 
an extent that the mere chyme, with little or no 
free hydrochloric acid, is sufficient to cause se- 
vere gastric symptoms. This view is also in 
accord with clinical observations, as hyperacid- 
ity is usual!y found in the milder forms, while 
heartburn, with normal or subacidity, is en- 
countered in the severer forms of the neuroses. 
This rule, however, has only general and not 
universal validity, as heartburn may at times be 
associated with hyperacidity and be present in 
the severe forms, while normal or subacidity, 
without heartburn, may be found in the milder 
forms of the neuroses. But these deviations 
from the general rule are due, to my mind, to 
the fact that the neuroses, as found in practice, 
are not always well circumscribed, but that 
there is an overlapping in a great many cases. 

It may be asked whether a chronic functional 
disorder of the stomach may not exist indepen- 
dent of a general neurosis, and be due entirely 
to local causes, such as highly-spiced or over- 
rich food, or the abuse of tobacco, ete. This 
question, I believe, must be answered in the 
negative, unless one agrees with Albu that there 
is a form of hyperacidity which is a forerunner 
of gastric ulcer. But this pre-ulcer stage of 
Albu can no more be substantiated clinically 
than can the pre-cancer stage of tumors, which 
is > some 

to the nature of hyperacidity, nothing 
definite is known. We know from hes researches 
of Pawlow that there is an intimate relation 
between gastric functions and certain mental 
and emotional states. But why such — 
should in some cases give rise to a hyper- and 
in others to a hypo- or an anacidity, i is no more 
known than why such states, which, in the ma- 
jority of cases, give rise to an acceleration of 
the pulse, should, in some instances, cause a 
retardation of the same. The suggestion of 
Bickel and Rubow that hyperacidity is due, not 
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to an increased acid secretion, but to either a 
hypermotility or a hypersecretion, is invalidated 
by the fact that a hypoacidity is found at times 
in spite of hypersecretion and normal motility. 
The treatment of hyperacidity is, aside from 
measures directed towards the underlying neu- 
rosis, mainly dietetic. All sorts and varieties of 
diets have been recommended; thus Riegel ad- 
vocated a pure proteid diet, because the pro- 
teids, combining with the free hydrochloric acid, 
diminish the gastric acidity. Albu advocates a 
lacto-vegetable diet and Juergenson a carbo- 
hydrate diet, based upon the experiments of 
Pawlow, which show that the gastric secretion 
is less stimulated by these substances than by 
the proteids. Von Leyden and Klemperer have 
suggested a diet of stale white bread, which, ac- 
cording to them, absorbs the free hydrochloric 
acid, but which will hardly satisfy American pa- 
tients; while von Novrden and Zweig are in 
favor of a mixed diet, as the latter claims that 
neither the proteids nor the carbohydrates have 
any appreciable effec’ upon the gastric acidity. 
The same diversity of opinion exists among 
American authors. After trying several of 
these diets with more or less success, I have 
finally adopted a kind of mixed diet, but with- 
out meat, as the latter, at the beginning, dis- 
agrees with most patients, the proteids being 
supplied in the form of eggs, cheese, peas, and 
string beans. It is practically a modified ulcer 
diet, and is somewhat as follows: The first 
week, the patient is allowed only stale white 
bread, butter, eggs, milk, cream, buttermilk, 
cream cheese, and gelatine. The second week 
are added breakfast foods and cereals, thor- 
oughly cooked, mashed potatoes, and oysters. 
The third week, vegetables in purée form, such 
as string beans, green peas, cooked celery, spin- 
ach, asparagus tips, carrots and turnips; lean 
fish, such as haddock, perch, flounder, pike, pick- 
erel, all boiled or broiled, and cooked fruits. 
Lean boiled or broiled meats, as chicken, lamb 
chops, and roast lamb, are not given until the 
end of the fourth week in the milder cases, 
and in the severe cases not until the 
end of the sixth or seventh week. In the milder 
cases cereals and light vegetables can be allowed 
from the start. All smoked and salted meats 
and fish, spices, raw fruit, raw vegetables, 
salads, pastry, as well as macaroni and spa- 
ghetti, are excluded. It is, however, useless to 
emphasize the negative side of the dict, te., 
telling the patient what not to eat; it 1s better 
and simpler to give him a diet list with instruc- 
tions to eat nothing but what is on the list. 
The diet, as here outlined, has been success- 
ful in all cases of pure hyperacidity. Whether 
it has actually reduced the hyperacidity I am 


unable to tell, as my patients refused a second | h 

examination with the stomach tube; ut the 

dyspeptic symptoms have disappeared or have 

been greatly improved in all cases, even when 
general 


the nervous symptoms remained the 


same. Most patients also gained in weight, as 
the diet, even in the first week, can easily be so 
arranged as to contain about 4500 calories, which 
is practically an overfeeding in many cases. These 
dietetic measures are aided by medicinal treat- 
ment in the form of alkalies, which are useful 
in all cases, and indispensable in the case of 
those patients who have neither the leisure nor 
the facilities to carry out the prescribed dietetic 
treatment, and who must have, from the start. 
a diet which, under other circumstances, is not 
allowed until the third week. "he light mag- 
nesia and sodium citrate are . ceferab'e to so- 
dium bicarbonate, which causes distention by 
the carbonic acid it generates; and the effects of 
the alkalies are enhanced by the addition of 
bismuth and a small quantity of menthol in the 
following proportions: 


Menthol 


hour to one hour after meals. 


No laxatives are used, as the medicinal and 
dietetic measures mentioned are sufficient to 
maintain bowel action, and it is only in excep- 
tional cases that pulv. rad. rhei. 15. 0 is added 
to the above mixture. Frequent meals, in order 
to absorb the free nydrochlorie acid, as recom- 
mended by many authors, have not been found 
necessary, especially not after the first week. 
and the appetite improves in most patients when 
the meals are restricted to three a day. 

The treatment of heartburn is very unsatis- 
factory, as it is difficult to arrange a diet which 
will be suitable to all cases. One woman patient 
with heartburn, who consu'ted numerous physi- 
cians without obtaining any relief, claimed to 
have no symptoms on a diet of bread and raw 
vegetables (radishes, tomatoes, lettuce, onions, 
ete.) recommended to her by an old Italian 
woman! When the acidity is normal or slightly 
subnormal, the dietetic treatment is that of 
hyperacidity in the third week, although the 
results are far less satisfactory; but when it is 
associated with a marked subacidity, the diet is 
purely empirical. Milk and cream are not well 
borne by most patients. Some do moderately 
well on carefully prepared cereals and vege- 
table purées; others thrive better on boiled or 
broiled Jean meats and fish. The difficulty of 
the dietetic treatment of heartburn is undoubt- 
edly the reason for the variety of diets recom- 
mended for hyperacidity, which most authors 
confuse with heartburn. As to the medicinal 
treatment, the alkalies are not only useless, but 
they even increase the heartburn, and they are 
regurgitated sour when there is an associated 

ypersecretion. The bromides, combined with 
small doses of chloral, act well in a number of 
cases, but they cannot be continued for any 
length of time, on account of the disfiguring 
aene which they produce in these patients after 
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a few days’ use, and the chloral alone does not 
act so well. In a few cases I have used small 
doses of opium combined with the tincture of 
cannabis indica and belladonna, with seemingly 
satisfactory results. 

Hypersecretion occurs either with hyperacid- 
ity or with heartburn. and its treatment is that 
of the condition with which it is associated. 
Atropine has been highly recommended by 
Riegel, but it does not seem to have any effect 
upon the hypersecretion. 

No reference ‘as been made to’ the anomalies 
of motility, bec.use they do not, according to 
my observation, dominate the clinical picture, 
nor do they offer any special indications for 
treatment. Impaired gastric motility, or motor 
insufficiency, unless due to stricture of the py- 


- lorus, or to some other organic affection (or 


perhaps to Stiller’s disease) is, to my mind, of 
little moment, and its treatment is completely 
covered by the treatment of the affection with 
which it is associated. 


SUMMARY. 


Hyperacidity and heartburn are separate gas- 
trie disorders, and both are forms of nervous 
dyspepsia. 

Nervous dyspepsia is either a symptom or part 
and parcel of a general neurosis. 

Hypersecretion is not invariably associated 
with hyperacidity, as it occurs at times in hypo- 
acidity. 

Constipation is either a secondary or a co- 
ordinate symptom of a general or local disorder, 
and not its cause. 

The nervous symptoms in habitual constipa- 
tion are psychogenetic, and not the result of an 
auto-intoxication. 

No chronic functional disorder of the stomach 
exists independently. Any such disorder, when 
not a part of a general neurosis, is due to some 
organic affection anywhere within the body. 

The anomalies of motility, when functional, 
are clinically of little importance, and do not 
require any treatment apart from the treatment 
of the condition with which they are associated. 

Hyperacidity is treated by a carefully select- 
ed mixed diet (with the exclusion of meat) and 
by alkalies. 

The treatment of heartburn is empirical. 


ARTIFICIAL PNEUMOTHORAX. 
By Hersert F. GamMMmons, M.D., CARLSBAD, TEXAS. 


THE use of artificial pneumothorax in the 
treatment of pulmonary tuberculosis has passed 
the experimental stage. While there is no 
question but that many patients have been in- 
jured by the irjudicious use of this rem 
and while undoubtedly many of the published 
statistics in regard to this subject are so vague 


and uncertain as to be useless as a guide for 
future operations, there is no doubt but that 
the procedure of artificial pneumothorax, prop- 
erly carried out, with patients under close su- 
pervision, is capable of doing much good. 
There has been a somewhat too prevalent idea 
that the absolute rest of the lung caused Ly the 
pneumothorax necessarily brought about a cessa- 
tion of the disease and that -9 new tubercles 
developed in the compressed lung. That this 
is not necessarily the case has been shown by 
Dr. Allen Krause of Saranac Lake, who has 
clearly demonstrated that fresh tubercles may 
develop in collapsed lungs. 


The results here presented were obtained at 
the Texas State Tuberculosis Sanatorium. I! 
am indebted to Dr. J. B. McKnight, the super- 
intendent, and to Dr. J. V. Wright for advice. 
codperation and assistance. 

By means of the stethoscope and percussion. 
the best field for operating was selected. The 
customary apparatus was used, including the 
‘*refill needle,’’ as devised by Dr. Shortle. Sub- 
cutaneous emphysema was rare, except with the 
initial puncture. Atmospheric air instead of 
nitrogen gas was used, Dr. Gerald Webb having 
shown that nitrogen gas soon became changed 
into atmospheric air after remaining in the 
pleural cavity a short while. Except in hemor- 
rhage cases, inflations were given every week. 
In hemorrhage cases, they were given as indi- 
cated. In every instance I endeavored to pro- 
duce a neutral pressure, except in hemorrhage 
eases, where the pressure was continued until 
the bleeding stopped. Patients with an ulcer- 
ated process in the lung showed the most im- 
provement in the way of decrease in cough, less- 
ened expectoration and fall in temperature: 
inflammatory cases showed a decrease in phys- 
ical signs, but practically no decrease in tem- 
perature. All, except two, patients showed an 
improvement in color. In two instances a col- 
lapse could not be produced on account of ad- 
hesions; two patients died following treatment, 
one as a result of miliary tuberculosis, and one 
following an intravenous infusion. 

The following is a brief summary of the 
eases under treatment: 

Artificial pneumothorax was attempted in 53 
of these cases—26 were advanced, 14 moderately 
advanced, and 13 were hemorrhage cases. In 
two patients, both advanced cases, the process 
was apparently arrested, while in four moder- 
ately advanced cases the disease became quics- 
cent. Ten were improved and are still under 
treatment, and in seven hemorrhage cases the 
injections were stopped because the hemorrhage 
ceased. Four patients left the institution im- 
proved, to continue treatment elsewhere. Five 
left unimproved. In four cases the use of arti- 


edy, | ficial pneumothorax was stopped because of 


active trouble developing in the opposite lung, 
or for other reasons. oe 
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CONCLUSIONS. 

1. Hemorrhage can be treated by lung com- 
pression with best results if not continued after 
bleeding is controlled, in bilateral cases. 

2. The opposite lung must be carefully 
watched, while in addition, as stated by Hawes 
of Boston, the patient should be under the 
closest supervision, preferably in a sanatorium. 

3. Ulcerative cases promise the best results, 
and if a patient is doing well, inflation should 
not be undertaken. 

4. The best results follow the frequent in- 
flations with small amounts of air in cases 
where the opposite lung is well or has an ap- 
parently healed lesion. 


LIPOIDS IN 131 DIABETIC BLOODS. 
By Horace Gray, Boston. 


{From the Department of Biological Chemistry, 
Harvard Medical School.) 


(Continued from page 55.) 


AVERAGE AND MAXIMUM OF THE VARIO'S LIPOIDS 
IN DIABETES, 


TOTAL-FAT averages twice normal, and may 
rise to about 20 times normal. Still greater 
rises are in the literature. 

Total-fatty-acid averages to increase by 140% 
in the plasma, half as much as in the corpuscles, 
and may rise to about 34 times normal in 
plasma. 

Averages for lecithin increase less in diabetes 
than those for any other lipoid, the level in the 


plasma being only 50% above normal, and in- 


corpuscles actually a trifle below normal. The 
greatest rise in lecithin is to only 5 times nor- 
mal, in plasma. 

Cholesterol averages show a greater augmen- 


tation above normal than lecithin, but still '', as 
“‘twiece normal, 


much less than total-fat and total-fatty-acid. 


The maximum was less than 10 times normal. 


This rise in cholesterol, however, seems to be pa- 
thognomonie of chronic hyperlipemia, e.g., dia- 
betes vs. a rise in T.F.A. alone, as occurs in 
acute hyperlipemia, e.g., overfeeding. 

Glyeeride averages increase in diabetes far 
more than those for any other lipoid, not only 
in the plasma, but especially in the corpuscles, 
by 460°. The maximal values were colossal, 
that for plasma reaching 94 times the average 
value in normal people. The increase in the 
corpuscles is untrustworthy, partly because of 
its extent relatively, partly because of its extent 
absolutely; the figures vary from minimal 
amounts around 1/20 of 1%, up to 3% in severe 
cases, when the glycerides in the corpuscles are 
higher alone than the total lipoids probably 
ever reach in alimentary lipemia of normal 
people. 


Ratio T.F.A 


that in diabetes, whether we consider the aver- 


‘ shows again the familiar fact 


age or the extreme case, the T. F. A. increases 

faster than the L. Considering the averages, 

the diabetic ratio is 55-73% higher than nor- 
mal; while the extreme diabetic ratio may be 

13 times normal. In other words, such a pa- 

tient has 24 times as much T.F.A. as L.; instead 

of having about twice as much, as would be the 
ease with a normal person. 

Ratio o by its decrease in diabetes shows 
again that as those two cytolipoids increase the 
L. lags behind the cholesterol, in the average 
diabetic, especially in the corpuscles, while in 
the extreme case more markedly in the plasma. 

The total-lipoids’ average increase was 115% 
in excess of normal, while in the severest hyper- 
lipemia the figure reached 24 times the normal 
average. This 16.34%, the maximal value of 
my series, is still below 19.7%, the highest 
Neisser, E., and Derlin, L.: Ueber Lipiimie, Zts. f. 

klin. Med., 1904, li, 428-438. 

‘*fully-aecepted’’ in the land of its production, 

according to Allen, and still more below the 

figure of 27%* accepted by Magnus-Levy. 

Allen, F. M.: Ul. ¢., p. 313. 

* Frugoni, C., and Marchetti, G.: Beitrag zum Stu- 
dium der diabetischen Lipoidiimie, Berl. klin. Weh., 
1908, xlv, 1844-1846, 

Magnus-Levy, A., and Meyer, L. F.: Die Fette im 
Stoffwechsel, in Oppenheimer, C., Handbuch der 
Biochemie iv, 1, Jena, 1911, p. 464. 

Comparison of the highest diabetic value in 
each column with the average normal is shown 
in Table XIII. In caleulating the per cent. 
above normal, the normal has first been sub- 
tracted from the diabetic, then the difference 
divided by the normal. That is, if a diabetic 
value happened to be 0.40 compared with a nor- 
mal of 0.20, it would be expressed here as 
**100% above normal,’’ not as ‘‘200% of nor- 
mal,’’ an idea which would here be expressed as 
For the average normal I 
have added together all Bloor’s figures from the 
12-14 men (some of the determinations were not 
done on two of these) and the first 7 women, 
and divided through by 19, 20 or 21 in the 
proper places. In the table, for convenience’ 
sake, I have, however, regularly used the num- 
ber 21. This series, though small, is as yet the 
only standard available for the values as a 
whole; though for some of them, notably choles- 
terol, normals by other observers might be cited. 
Denis gives normal cholesterol figures for the 
whole blood from 6 women and 14 men, which 
when averaged together are found to equal 
0.22%, still the same as Bloor’s. 


Denis, W.: Cholesterol in Human Blood, Jour. Biol. 
Chem., February, 1917, xxix, 93-110. 


The greatest value absolutely is (of course ) 
total-lipoids 16.34 g. per 100 ce., while the 
createst increase fabove the average normal per- 
son’s level) is in a different column: Glycerides 
in whole blood, 9292% excess, i.e., 94 times the 
normal. 
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The first diabetic average of all the 131 bloods 


analyzed is not considered so fair as the second 
based on 105, which will, therefore, be the one 
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Comparisons of the average diabetic values 


with the average normal are shown in Table 
XIV. The former have been computed both 
for the series as a whole, and also after exclu- 
sion of the specimens which have been peculiar 
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VARYING BEHAVIOR OF LIPOIDS IN PLASMA 
CORPUSCLES. 


Total-fatty-acid. The average in plasma is 
twice as far above normal as in corpuscles, 
while the extreme is four times as far in excess. 

Lecithin. The average in plasma is here 
hardly comparable with that in corpuscles, one 
being 50% above normal and the other prac- 
tically normal. The maximal increase is twice 
as great in plasma as in corpuscles. 

Cholesterol. The average in plasma is six 
times as far above normal as in corpuscles, 
while the extreme is something under four times 
as far above. 

Glycerides. The averages in plasma and cor- 
puscles show about the same increase, while the 
extreme rises somewhat more in the plasma than 
in the corpuscles. 

On the whole, the corpuscles show increased 
values, which, while distinctly less than plasma 
increases, still seem more marked than the pres- 
ent literature suggests. That the greater lipoid 
rise should occur in the plasma is to be expected 
from extant analyses for other substances in 
plasma and corpuscles. 


INFLUENCE OF ANESTHESIA. 

Four bloods were analyzed from patient 1228. 
Total-fat and total-fatty-acid were increased im- 
mediately after ether, with subsequent fall to 
subnormal. Lecithin and cholesterol were un- 


AND 


The specimens will now be taken up in rela- 
tion to various headings. Each heading in turn 
will be subdivided into groups, which are nec- 
essarily arbitrary. Opposite each group-title 
will be given the lipoid averages of all blood 
specimens which have fallen in that group. 


SEX. 

In diabetic men and women there is no signifi- 
cant difference of lipoid level as is shown in 
Table XV. My averages were made after ex- 
clusion of the 17 male and 5 female specimens 
which had been marked 1-8 because of some 
peculiarity, as detailed elsewhere. 


TABLE XV. 
Sex. 
Corps. L. Cc. 
% in W. B. W. B. 
Av. of values among 
50 female diabetics 39 1.11 0.36 0.32 
Av. of values among 
57 diabetic males.. 40 1.12 0.35 0.31 


On examining the results reported by other 
observers who have used the same method, one 
finds there also no marked difference between 
the sexes. One finds incidentally somewhat 
lower values for cholesterol and much lower 
values for fat by Bloor’s method; apparently 
Bloor’s and Denis’ cases were milder than mine. 
The number of specimens to each average are 1n- 
eluded in brackets. 
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TABLE XVI 
SEx. 
Bloor’s Fat- 
Method 

Women ... 0.78 (15) 1.11 (50) 

Men ...... 0.83 (19) 1.12 (57) 
Lecithin 

Women 0.37 (15) 0.36 (50) 

Men ...... 0.36 (19) 0.35 (57) 
Cholesterol 

Women ... 0.28 (15) 0.23 (13) 0.32 (50) 

Men ...... 0.29 (19) 0.25 (12) 0.381 (57) 


It is interesting to consider the normal, which 
has been found higher in women than in men. 
Bloor found this true for T.F.A. in plasma, for 
L. in corpuscles, for C. both in plasma and cor- 
puscles (or whole blood), for glycerides in 
plasma. In Gettler and Baker’s normals, also, 
Lawrence and Riddle call attention to the much 
higher female average for total-ether-soluble 
(‘‘fat’’ + cholesterol). 


Lawrence, J. V., and Riddle, O0.: Sexual Differences 
in the Fat and Phosphorus Content of the Blood of 
Fowls, Am, Journ. Physiol., 1916, xli, 430-437. 


These authors also give evidence that female 
(fowl) plasma is richer in ‘‘aleohol-soluble’’ fat 
and phosphorus than the male. 

It is still richer in the hens when laying, and 
here again they point out the similarity to Gett- 
ler and Baker’s figures, showing a far higher 
fat average for two women of 30-35 years vs. 
three women of 48-59, i.e., presumably past their 
ovarian activity. The latter point may be sup- 
ported also by an average 0.23 which I have 
struck from the figures given by Denis for whole 
blood cholesterol in 12 pregnant women, al- 
though she seems unwilling to consider her in- 
dividual figures significant. ‘‘No increase was 
noted.’’ The average for her six non-pregnant 
women would be lower, however—0.19%. 

Ecalle found that cholesterol gradually in- 
creased as pregnancy advanced. 


Ecalle, G.: Fat and Lipoid Content of the Serum of 
Pregnant Women, Archives mensuelles d’obstetrique 
et de gynécologie, July 15, 1917, vi, 128. 

On the other hand, lower female cholesterol 
values as against male have been pointed out by 
Lawrence and Riddle in Gettler-Baker’s figures ; 
these, however, seem much too low to be consid- 
ered except possibly in a relative way. 


DURATION. 

The longer the duration of the disease, the 
lower the lipoids, as seen in Table XVII. This 
may be explained in at least two ways: long- 
standing cases are too emaciated to pile up ex- 
cess fat in the blood, or cases that do pile up 
high lipoids are too severe to live long. 


PROGNOSIS. 

Do the lipoids help to foretell how long the 
patient will live? To determine this, the bloods 
of the fatal cases and the living cases have been 
grouped separately ; the former happened to fall 
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Throughout this period the Department has 
studied and sought all possible information in 
reference to the advantages and disadvantages 
of requiring reports of venereal diseases in any 
form. It has also studied carefully the question 
of providing facilities for early diagnosis and 
prompt, efticient treatment that would be both 
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THE PROGRAM OF THE STATE DEPART- 
MENT OF HEALTH AGAINST VENE- 
REAL DISEASE. 


For the past three years the State Depart- 
ment of Health has been maturing a comprehen- 
sive program of attack on venereal disease. 

Two and a half years ago the State Commis- 
sioner of Health, Dr. A. J. McLaughlin, insti- 
tuted the policy of extending free Wassermann 
laboratory service to all physicians and institu- 
tions throughout the State. 

At the 1916 session of the Legislature he 
asked and received authorization by a legisla- 
tive resolve to expend $10,000 in research, and 
if suecessful to manufacture, for free distribu- 
tion to the institutions and medical profession 
of the Commonwealth, salvarsan or any anal- 
ogous product. 

The laboratory experimentation has been suc- 
cessful, and a product which has been named 
‘‘Arsphenamine’’ has been obtained and is now 


easy of access, within the financial resources of 


all classes, and at the same time be as far as 
possible removed from the stigma of the tradi- 
tional ‘‘Clap Clinic.’’ It has also been a con- 
stant object to have such institutions so de- 
signed that they would form an integral part 
of the method of distribution of arsphenamine, 
that they would be as little as possible competi- 
tive so far as the private practitioner of medi- 
cine is concerned, and, above all, that they 
should be placed on a ingh ethical plane and 
serve as centers of education and prevention, as 
well as of cure. 

The Department has always believed that log- 
ically the question of reporting should, chrono- 
logically at least, be taken up after the comple- 
tion of the program for the extension of means 
of diagnosis and treatment. This is practically 
the same conclusion reached by the British 
Royal Commission on Venereal Disease. 

Along with many other things, the effect of the 
war has been to ‘‘speed up’’ the order of de- 
velopment of the Massachusetts Venereal Dis- 
ease Program, published on another page of this 
issue. 

The War Department, in addition to its own 
comprehensive measures for keeping inefficiency 
from venereal disease among troops at a mini- 
mum, has strongly urged the extension of pro- 
grams of reporting diagnosis and treatment. 
and of general education in reference to vene- 
real disease, upon all civilian health authorities, 
as seriously needed war measures. Practically 
all the measures advocated by the War Depart- 
ment were already provided for in the plans of 
the Massachusetts State Health Department, but 
the medical profession is reminded that in a 
very vital sense this whole program has taken 
on an added national significance and has be- 
come a war measure; partly because of the 
strong stand taken in favor of such an imme- 
diate step by the Federal authorities, it has 
been decided to modify somewhat the original 
policy of procedure in one particular. 

Instead of leaving the question of venereal 
disease-reporting until the machinery for 


heing produced on a wholesale basis. 


arsphenamine distribution and the extension of 
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diagnostic and curative centers, and of general 
popular education in venereal disease problems, 
was in smooth running order, it has been de- 
cided to launch the entire program simulta- 
neously. The abnormal conditions resulting 
from the war demand the crowding into a few 
months of a program of development that in 
normal times might be better assigned to sev- 
eral years of gradual evolution. 


NURSES IN THE UNITED STATES ARMY. 


Tue United States Army is in need of nurses 
for immediate assignment to duty and for re- 
serve. It is confronted by the task of increas- 
ing the enrolment nearly 1000% to procure 
37,500 nurses, who will be needed for an army 
of 1,500,000. The present strength of the Army 
Nurse Corps is but 4000. 

The need for nurses in Army hospitals in 
this country and for duty overseas is urgent, 
but the enrolment has not met the demands by 
a large number. Hospitals at National Guard 
and National Army camps still need 290 nurses 
to bring the quotas up to the necessary min- 
imum of 65 nurses to each hospital. 

Since the urgent need for more nurses was 
announced in December over 2000 requests for 
application blanks have been received; 400 
nurses have applied for enrolment and many 
have been accepted. About 650 nurses have 
been obtained through the Red Cross during 
the same period. 

The call to duty is made to every one of the 
80,000 registered and 200,000 other graduate 
and practical nurses in the United States. That 
the enrolment has not been larger is due, it is 
believed, to the lack of realization by American 
nurses of the immediate need of their services. 
The Army Nurse Corps impresses the profes- 
sion with the urgency of that need. 

Besides the number needed for immediate 
assignment to duty, there must be a reserve for 
call when American casualties increase. As soon 
as the immediate needs of cantonment hospitals 
have been cared for, a reserve of 100 nurses 
will be organized for emergency service in the 
United States. The Lakewood Hotel at Lake- 
wood, N. J., has been leased by the Government 
for use as a general hospital, and provisions 
will be made for housing nurses there. 

Because of the immediate need of nurses and 
to encourage enrolments, a number of the re- 


quirements heretofore imposed have been 
waived. 

Requests for information, applications and 
enrolment should be made to the Surgeon-Gen- 
eral, U. S. Army—attention of Superintendent, 
Army Nurse Corps, Mills Building, Washing- 
ton, D.C., or to the Director, American Red 
Cross Nurse Service, Washington, D. C. 


THE MILITARY SIGNIFICANCE OF 
CEREBROSPINAL MENINGITIS, 


WHEREVER there is a great assemblage or 
concentration of troops the sanitary provisions 
must not only be pressed in every direction 
generally, but any special tendencies associated 
with such concentration must receive special at- 
tention. Measles, scarlet fever and pneumonia, 
although common, need no special attention. 
On the other hand, it has long been the experi- 
ence in war times that cerebrospinal meningitis 
would break out in severe epidemic form in 
localities where it had, previous to concentra- 
tion, rarely been known to occur. Such epi- 
demiecs would then not be confined to the mili- 
tary population alone, but extend to the civil. 
ian population. Many epidemics are known to 
have swept European troops during previous 
wars, hence the name ‘‘troop disease’’ long asso- 
ciated with cerebrospinal meningitis. The dis- 
ease seems to be very common in the infant 
population in civil life, and in troops no matter 
what the ages. The control of epidemics is not 
difficult when there is preparation for it. How- 
ever, the severe outbreak of the disease among 
British troops in England in the winter of 
1914 and 1915 was due to a lack of preparation. 
Horder notes that there was not even a manual 
published at the time by which the physician 
could be guided in preventive measures and in 
treatment. It must be remembered that not all 
cases of cerebrospinal meningitis have the 
classic symptoms or course commonly associated 
with the disease. The early symptoms or the 
whole course of a mild attack closely simulates 
an influenzal attack. Of course, where the dis- 
ease is known to be epidemic, such symptoms 
will put everyone on guard, otherwise the true 
significance of such symptoms will be almost 
certain to be overlooked. Yet the same relation 
as exists between diphtheria and tonsillitis must 
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be established between influenzal symptoms and 
cerebrospinal meningitis if the disease would be 
detected before epidemic proportions have set 
in. Both influenza and epidemic cerebrospinal 
meningitis are most common in the winter and 
spring seasons. Both of them are closely asso- 
ciated with disturbances located in the naso- 
pharynx. Indeed, the exclusive habitat of the 
diplococcus of Weichselbaum seems to be in the 
nasopharynx. Cultures can easily be obtained 
from this locality in active cases and from ear- 
riers. Cultures can be obtained positive very 
early in the disease, and in the mild as well as 
the severe cases. In the later stages of the dis- 
ease the coccus begins to disappear from this 
locality. But the carrier may have it a long 
time, and he is believed to be the factor in keep- 
ing the disease alive in a community. The de- 
tection of the carrier is the most important 
problem in the suppression, but without this 
detection progress must be unsatisfactory. The 
mildness of the disease in one individual is no 
indication of the severity of the disease he will 
transmit. 

For the detection of carriers or the mild and 
transitory cases, it is necessary to make fre- 
quent cultures from the nasopharynx of those 
suspected of harboring the diplococcus. Isola- 
tion must follow the detection of such an indi- 
vidual. For active treatment nothing holds 
forth so much hope as the serum treatment of 
Flexner; but it must be given early if the mor- 
tality would be reduced within reasonable limits. 
Where the serum was given between the first 
and the third days, Flexner found that the 
mortality was reduced to 18%. After the sev- 
enth day the mortality rose to 36%. The serum 
treatment of cerebrospinal meningitis has re- 
duced the general mortality from 80 to 30%. 
Greater reduction can be expected only when 
every influenzal condition in a suspected -area 
will mean a culture, and if positive, immediate 
isolation and serum treatment. This disease 
being primarily a ecatarrhal affection, is spread 
by the so-called ‘‘droplet’’ method. The secre- 
tions of the nasepharynx are carried to sensi- 
tive individuals by contact, by coughing, sneez- 
ing, ete. The education of the public against 
such bad habits, in respect to the careless dis- 
semination of secretions from this locality dur- 
ing catarrhal attacks, or even during apparent 


health, will do much to reduce the morbidity 
from this disease. In respect to the prevention 
of this disease, the substitution of the tent and 
shack for the barracks will do much to eradi- 
cate this disease from among them. 


TREATMENT OF LEUKEMIA. 


ALTHOUGH the exact provocative agent or 
condition in leukemia is as yet unknown, it is 
understood that the disease is due to some 
pathological disturbance in the blood-forming 
system which causes numerous mature and im- 
mature leucocytes to enter the blood stream. 
The blood-picture caused thereby is both inter- 
esting and familiar to nearly every observer. 
The change in the blood-picture is, of course, 
both as to quality and quantity, both having 
almost the same importance, but differing some- 
what according as one blood-forming tissue or 
another is more affected. The treatment of this 
disease has thus far been very unsatisfactory. 
The particular type of leukemia found in any 
case is governed by hyperplastic changes in the 
splenomyelogenous or lymphatic tissues, as the 
case may be. The aim of treatment would seem 
to be a destruction of these hyperplastic ele- 
ments and a regeneration of the blood-forming 
elements so that they would produce only stable: 
and resistant cells. While hypoplasia can read- 
ily be produced by some form of therapeusis, 
unless the blood-forming elements are them- 
selves regenerated there is recurrence, and often 
with markedly increased severity; and it is 
toward this latter aim that more certain thera- 
peutic measures must be found. It had long 
ago been observed that after acute infectious 
diseases arising in leukemic individuals there 
occurred marked remissions in this disease, 
probably because of the destructive effect on the 
cells by the infective organism or the inhibitory 
effect of the toxin on the blood-forming system. 
Arsenic, likewise, has caused much improve- 
ment in the disease, but only of a temporary 
character. Tolerance to the drug or the fact 
that arsenic is not definitely and selectively de- 
structive to these tissues may account for the 
absence of any lasting value. 

The first great step in the treatment of this 
disease was made, however, by the Roentgen 
rays. It seems that the effect of these rays 1s 
to cause a most rapid degeneration of the cells, 
so that they die in a very short time, or they 
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may even be killed outright on the application 
of the rays. But after the prolonged applica- 
tion of the Roentgen rays to the blood-forming 
tissues, the spleen, bone marrow or lymphatic 
glands, there occurs a readjustment to this de- 
structive effect of the rays, and although the 
young and the parent cells are diminished, their 


production is not checked altogether, but the 


cells produced are more resistant types. The 
progress of the leukemia is slowed, but not de- 
stroyed. On the other hand, this slowing may 
even be followed later by a greatly increased 
activity in cell production and a severe relapse. 

But the observation of von Koranyi on the 
effect of benzol poisoning on girls employed in 
the factories utilizing this chemical, gives hope 
that at last a more certain form of treatment 
has been found. Von Koranyi found that the 


drug first stimulated the marrow to leucocytic | 


action, but that later there occurred a distinct 
hypoplasia. If employed to excess, the aplastic 
anemia can be fatal. In the treatment of this 
disease with benzol, symptoms of poisoning 
must be carefully watched, and when there are 
headache, anemia, bladder and kidney irrita- 
tion the drug must be discontinued for a 
long time, because its action lasts a long 
time after discontinuance. The reduction of 
the white blood cells to below 20,000 must be 
the lowest limit of therapeutic application. It 
seems that, while the action of benzol is much 


slower than the Roentgen rays, its effeet is 


more lasting and more certain, especially in the 
chronic stages of the disease. The best results 
will probably be obtained by the use of both 
therapeutic measures,—benzol and the Roentgen 
rays,—but the effect must be carefully watched 
It is essential that blood examinations be fre- 
«quently made, so that treatment is not contin- 
ued beyond a safe reduction of the cell count. 
Yet, in spite of the good results with benzol 
reported by some observers, it is too early to 
say whether results will be lasting or whether 
a specific has been unearthed for the treatment 
of this serious malady. 


MILITARY PSYCHIATRY. 


Earty in the present military scheme it was 
realized that the mental development and the 
mental prophylaxis and treatment of the soldier 
are an essential part of military medicine in 
order to get the greatest military efficiency. It 


is not sufficient that the soldier is fit pnysically 
but he must at least be normal as to his mental 
capacity and be free from active mental dis- 
order. It is even necessary to go further in 
order to discover such latent mental possibilities 
as might become patent under the rigors of 
military life. In keeping with the highly spe- 
cialized devices of modern warfare, the mental 
requirements of the soldier must rise accord- 
ingly, lest his availability be much restricted. 
American recruiting officers are now paying 
much attention to weeding out the mentally un- 
fit from entrance into military life. Schier 
(U. 8S. Naval Bulletin, July, 1917) found that of 
those accepted as physically eligible by recruit- 
ing officers, about 12% fell below requirements 
mentally. Of course the detection of the feeble- 
minded is necessary because of the effect uvon 
efficiency and discipline a few feeble-minded 
soldiers would have upon a military unit, but it 
is more important to detect them because it is 
shown by tests that so many of the apparently 
| feeble-minded are either frank cases of de- 
‘mentia precox or are feeble-minded but with a 
‘dementia precox engrafted during service; and 
‘the care of an insane soldier is more trying, at 
least, than any other casualty. Most of the en- 
grafted cases of dementia precox conform to 
the milder type known as hebephrenia, and it 
is for this reason that they are so likely to 
escape detection as insane. 


a 


Perhaps more important from a recruiting 
standpoint than the detection of frank cases of 
feeble-mindedness or insanity, is the detection 
of the psyehopathie personality, in whatever 
form manifested. This is always a difficult 
task, even for the trained psychiatrist, but it is 
important, nevertheless, because the discipline, 
the stress, or any necessary repression, would 
be a sufficient provoking force to create an 
active psychosis. But while the recruiting of- 
fieer must be on the alert to exclude the defeet- 
ive, he must be just as alert in detecting the 
malingerer among those who try to feign defect 
or mental disorder in order to escape military 
service. Yet when both these eventualities have 
been settled by careful regard for mental con- 
ditions, the presence of mental conditions 
among a military force must be regarded as the 
normal incidence among any people, even in 
civil life. The new and unusual cireumstances 
under which a soldier must live may produce 
some mental disturbances that would otherwise 
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not occur. Moreover, because of the high pres- 
sure in which the medical and surgical work 
must be done during active military operations, 
this type of morbidity is undetected or, if de- 


tected, must go unprovided for. It is for this 
reason that the Surgeon-General of the Army 
has established a psychiatric arm to the medical 
organization. It is intended that each medical 
unit have among its personnel neuro-psy- 
chiatrists, who would be useful not only in the 
detection and in the treatment of the mentally 
ill, but would be a valuable asset in developing 
mental hygiene among the soldiers and in indi- 
eating the methods for the reduction of the 


psychogenic factor in military life. It is known | 
chi 
tools, working time, environment, etc., infimenee | ‘as which are being equipped for the use of 


that certain psychological factors, in respect to 


the efficiency and well-being of the worker in 
industrial pursuits, and the same principle in 
respect to military life can be developed by the 
psychiatrie units. Such determinations, together 
with the general care and the treatment of the 
mind of the soldier, would go a long way to 
eliminate much of the post-bellum mental dis- 
turbances, for which the soldier must be mus- 
tered out and eared for, and which unneces- 
sarily help to swell the already too crowded 
class of the insane. 


MEDICAL NOTES. 
WAR NOTES. 


NEED OF Nurses IN GOVERNMENT SERVICE.— 
Announcement comes from Washington that the 
Army has only 3600 nurses enrolled for Gov- 
ernment service, while on the basis of an Army 
of 1,500,000 men there will be a need of 37,500 
nurses. There are between 80,000 and 90,000 
registered nurses in the country and about 
200,000 other graduate and practical nurses. 
Hospitals at National Guard and National 
Army camps still need 371 nurses to bring the 
quotas of all up to the minimum of 65, consid- 
ered necessary for each. 


ANXIETY ABouT AMERICAN Purysician.—Dr. 
William 8. Thayer of Johns Hopkins Univer- 
sity, who went to Russia with a medical commis- 
sion, has not been heard from for some time, 
and it is feared that he may be in danger. 


DEATHS AMONG AMERICAN TROOPS IN FRANCE. 
—Report from General Pershing, made public 
on January 2, stated that there had been 24 
deaths among American troops and one death 
of a nurse. Pneumonia and its complications 
were responsible for 11 deaths, meningitis for 


4, and tuberculosis for 1. 


DEATHS AMONG AMERICAN Troops IN ARMY 
CANTONMENTS.—Report for the week ended De- 
cember 22 states that in the National Army 
there were 118 deaths, as against 97 for the 
week before, and in the National Guard 120, as 
against 165 for the week previous. Between the 
dates of September 21 and December 14 there 
were 1391 deaths in the Regular Army, the 
National Army and the National Guard. Of 
that number, there were 144 deaths in the Reg- 
ular Army, which had an average strength of 
202,009 men in the United States; 494 deaths 
in the National Army, which had an average 
strength of 387,233 men in the United States; 


and 753 deaths in the National Guard, which 


had an average strength of 327,480 men in the 
United States. , 


INNOVATION ON Hosprtrat Srips.—Two hospital 


the Navy will carry women nurses, for the first 
time in the history of the American Navy. The 
ships will be called the Comfort, formerly the 
Ward liner Havana, and the Mercy, formerly 
the Saratoga of the same line. The ships will 
accommodate 300 patients each. Surgeon R. C. 
Holeomb, now assistant to Surgeon-General 


Braisted, will command the Comfort and Med- 


ical Inspector Norman J. Blackwood, now in 
charge of the hospital ship Solace, will have 
charge of the Mercy. 


War Revier Funps.—On January 12 the 
totals of the principal New England war relief 
funds reached the following amounts: 

Armenian and Syrian Relief . . .$278,875.37 

Italian War Relief 122,292.43 

Friends of Poland 


BOSTON AND MASSACHUSETTS. 


Weex’s Deatn Rate Boston.—During the 
week ending January 5, 1918, the number of 
deaths reported was 298, against 317 last year, 
with a rate of 19.81, against 21.40 last year. 
There were 49 deaths under one year of age, 
against 33 last year. 

The number of cases of principal reportable 
diseases were: diphtheria, 104; scarlet fever, 
23: measles, 117; whooping cough, 1; typhoid 
fever, 1; tuberculosis, 38. 

Included in the above were the following 
eases of non-residents: diphtheria, 9; scarlet 
fever, 5; tuberculosis, 2. 

Total deaths from these diseases were: diph- 
theria, 15; scarlet fever 1; measles, 4; whooping 
cough, 1; typhoid fever, 1; tuberculosis, 21. 

Included in the above were the following non- 
residents: diphtheria, 2; measles, 1; tuberculo- 
sis, 1. 
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HospiTaL Bequests.—By the will of the late 
Zenas Crane of Pittsfield, Mass, the House of 
Mercy Hospital of that town receives a bequest 
of $25,000. By the will of the late Charles C. 
Barney of Brookline, the following institutions 
will receive $1000: Boston Home for Incurables, 
Massachusetts Society for the Prevention of 
Cruelty to Children, New England Peabody 
Home for Crippled Children, Massachusetts So- 
ciety for the Prevention of Cruelty to Animals, 
and the Boston Nursery for Blind Babies. 
Upon the death of the last beneficiary the estate 
will be divided between the Massachusetts Gen- 
eral Hospital and Harvard College. 


Che Massachusetts Medical Society. 


NOTES FROM THE DISTRICT SOCIETIES. 
DIsTRICT CORRESPONDENTS. 

Bristol North, R. M.D., Taunton. 

Berkshire, A. P. Merri, M.D., Pittsfield. 

Bristol South, Epwtn D. Garpnrer, M.D., New Bedford. 

Eesee North, T. N. Stong, M.D., Haverhill. 

Eesez South, H. P. Bunnett, M.D., Lynn. 

Hampden, LAvRENCE D. CHapin, M.D., Springfield. 

Hampshire, BE. THomas, M.D., Northampton. 

Middleser South, C. Hanson, M.D., Belmont. 


HamMppEN Duistrict.—The regular meeting of 
the Hampshire District Medical Society was 
held January 10. Dr. S. A. Clark addressed the 
meeting on Pulmonary Embolism. Voted that 
the members absent on war service be exempted, 
if they so desire, from special assessments. 

C. T. Coss, 


Secretary and Correspondent, pro tem. 


Obituary. 


SAMUEL WILLIAM TORREY, M.D. 


Dr. SaMueL WILLIAM Torrey, a retired Fel- 
low of the Massachusetts Medical Society, died at 
the Beverly Hospital after a short illness Jan- 
uary 1, 1918, at the age of 74. a 

He was the son of Dr. Augustus Torrey of 
Beverly, who died in 1880 at the age of 75, and 
was educated at the University of Vermont, re- 
ceiving an A.B. in 1865 and an M.D. three 
years later from the College of Physicians and 
Surgeons, New York. He had practised in 
Beverly all his life, retiring in 1909. He was 
one of the founders of the Beverly Hospital 
and had served on the school board. He is sur- 
vived by five married daughters. 


ROYAL HATCH, M.D. 
Dr. Royat Hatcn, chairman of the board of 
health in Wellesley, died at his home in that town, 
Dec. 30, 1917, after an illness of two weeks. 


Pneumonia was the cause of death. Dr. Hatch 
was born thirty-nine years ago in Strafford, Vt., 
and attended St. Johnsbury Academy. He was 
graduated from Dartmouth in 1900, and from 
the Harvard Medical School in 1904. While at 
Dartmouth he was prominent in athleties. Af.- 
ter graduating from Harvard, he was house 
officer and later assistant superintendent at. the 
Massachusetts General Hospital. He special- 
ized in tuberculosis, and maintained an office in 
Newbury Street, Boston. About nine years ago 
he removed to Wellesley and engaged in general 
practice. Dr. Hatch leaves a wife, who was 
Miss Edith Noera of Waterbury, Conn, and two 
small children. 

He was a Fellow of the Massachusetts Medical 
Society and a member of the American Medical 
Association. 


Miscellany. 


THE MASSACHUSETTS VENEREAL DIS- 
EASE PROGRAM. 
By EvuGene R, Ketizy, M.D. 


THE Massachusetts Venereal Disease Program 


'|may be separated into four general divisions: 


1. Venereal Disease Reporting. 

2. The Problem of Extension of Facilities 
for Diagnosis and Early Treatment. 

. Repressive Measures. 

4. Educational Measures. 


I. VENEREAL DISEASE REPORTING. 

On December 18, 1917, the Public Health 
Council of the State Department of Health 
voted to add gonorrhea and syphilis to the list 
of diseases declared dangerous to the public 
health. 

This question of requiring the venereal dis- 
eases to be reported has created a very vigorous 
controversy during the past few years through- 
out the world. California, several years ago, 
required by regulation of the state board of 
health that cases of gonorrhea and syphilis 
should be reported by serial number or initials. 
Several states and municipalities have followed 
this example. Vermont has the distinction of 
being the first state or province in North Amer- 
ica to require by statute that all cases of vene- 
real disease be reported by name direct to the 
state board of health, a law requiring this going 
into effect in 1915. A similar law was enacted 
in New Jersey during 1917. 

Many serious objections have been raised to 
all proposed schemes for reporting venereal dis- 
eases by name of patient. Many of these are 
obvious to the medical mind at a glance. The 
social and moral stigma associated in.the public 
mind with venereal infection is at the bottom 
of all such objections and constitutes the reason 
why all attempts to solve the problem of vene- 


real disease reporting make a sharp distinction 
between these and the other communicable dis- 
eases, 

The arguments against venereal disease report- 
ing may be summarized in the language of a 
member of the English Royal Commission on 
Venereal Diseases. He says in substance: 

The fundamental objects of notification of 
eases of communicable diseases are: (a) discov- 
ery of foci; (b) isolation of patient to prevent 
him from becoming a focus; (c) disinfection 
measures, principally directed against  sur- 
roundings. 

Notification, he argues, will not serve for the 
first object ; that if it did, isolation Is not needed 
for venereal diseases; and that as far as dis- 
infection goes, it is the patient and not his sur- 
roundings which need disinfection, or in other 
words, treatment to render him non-infective. 

The Commission also rejected modified or 
anonymous reporting schemes as furnishing 
only misleading statistical information. 

Nevertheless, the British Royal Commission 
conclude that with this extension of popular 
knowledge regarding venereal diseases ‘‘it is 
possible that notification in some form will be 
demanded.’’ Incidentally it may be said that 
such a popular demand is rapidly coming to the 
fore in England, largely as a result of war con- 
ditions. 

The objections summarized by the Royal 
Commission are weighty, their argument which 
underlies all objections being that if the public 
knew that cases would be reported by registered 
ethical physicians, patients would tend to seek 
irregular or quack treatment, or ignorantly at- 
tempt self-medication, with far worse results 
than at present come even from these two evils. 
It has also been argued that reporting would 
provide many opportunities for blackmail, ete. 

Certain it is that, from their nature, any pub- 
lie health measure relating to venereal diseases 
which preserves the confidential character of 
the physician’s relation to his patient is to be 
desired. On the other hand, society as a whole 
is entitled to statistical knowledge of the preva- 
lence of these diseases, and also an assurance 
that all cases are being adequately treated, and 
hence rendered non-infective. If adequate 
treatment cannot be guaranteed, the authorities 
should have knowledge of that class of the vene- 
really infected and interfere, forcibly if need 
be, to see that they cease to be foci of infection. 

In 1915 the state of West Australia passed a 
statute which makes the contracting of a vene- 
real disease a felony if the infected person fails 
forthwith to place himself under adequate med- 
ical care; which requires physicians to report 
by number all new cases; which requires phy- 
sicians to notify each other when a patient 
changes medical advisers; and finally, which re- 
quires physicians to report name and address of 
patient only in case the patient ceases to report 
for treatment and no notice of change of med- 
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ical advisers is received from another physician 
within a definite period of time. 

This scheme of conditional notification has 
been adopted by many communities all over the 
world, in modified forms. It is the universal 
rule, also, that reports are made directly to the 
state health authorities. 

After long study, the above-outlined scheme 
appeared to the State Department of Health of 
Massachusetts to be the one method promising 
best results, and the following Regulations gov- 
erning the method of reporting gonorrhea and 
syphilis, based upon the ‘‘West Australian’’ 
idea, were adopted at the same meeting of the 
Public Health Council of the State Department 
of Health at which these diseases were declared 
dangerous to the public health. 


REGULATIONS GOVERNING THE REPORTING OF GON- 
ORRHEA AND SYPHILIS. 

1. Gonorrhea and syphilis are declared dis- 
eases dangerous to the public health, and shall 
be reported in the manner provided by these 
regulations promulgated under the authority of 
Chapter 670, Laws of 1913. 

2. Gonorrhea and syphilis are to be reported 
(in the manner provided by these regulations) 
on and after February 1, 1918. 

3. At the time of the first visit or consulta- 
tion the physician shall furnish to each person 
examined or treated by him a numbered cir- 
cular of information and advice concerning 
the disease in question, furnished by the State 
Department of Health for that purpose. 

4. The physician shall at the same time fill 
out the numbered report blank attached to the 
circular of advice, and forthwith mail the same 
to the State Department of Health. On this 
blank he shall report the following facts: 

Name of the disease. 


Color. 

Marital condition and occupation of the pa- 
tient. 

Previous duration of disease and degree of in- 
fectiousness. 

The report shall not contain name or address 
of patient. 

5. Whenever a person suffering from gonor- 
rhea or syphilis in an infective stage applies to 
a physician for advice or treatment, the physi- 
cian shall ascertain from the person in question 
whether or not such person has previously con- 
sulted with or been treated by another physi- 
cian within the Commonwealth and has received 
a numbered circular of advice. If not, the 
physician shall give and explain to the patient 
a numbered cireular of advice and shall report 
the case to the State Department of Health, as 
provided in the previous regulation. 

If the patient has consulted with or been 
treated by another physician within the Com- 
monwealth and has received the numbered cir- 
eular of advice, the physician last consulted 


| 
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shall not report the case to the State Depart- 
ment of Health, but shall ask the patient to give 
him the name and address of the physician last 
previously treating said patient. 

6. In case the person seeking treatment for 
gonorrhea or syphilis gives the name and ad- 
dress of the physician last previously consulted, 
the physician then being consulted shall notify 
immediately by mail the physician last pre- 
viously consulted, of the patient’s change of 
medical adviser.* 

7. Whenever any person suffering from gon- 
orrhea or syphilis in an infective stage shall fail 
to return to the physician treating such person 


for a period of six weeks later than the time’ 


last appointed by the physician for such consul- 
tation or treatment, and the physician also fails 
to receive a notification of change of medical ad- 
visers as provided in the previous section, the 
physician shall then notify the State Depart- 
ment of Health, giving name, address of patient, 
name of the disease and serial number. date of 
report and name of physician originally report- 
ing the case by said serial number, if known. 

8. Upon receipt of a report giving name and 
address of a person suffering from gonorrhea or 
syphilis in an infective stage, as provided in the 
previous section, the State Department of 
Health will report name and address of the 
person as a person suffering from a disease dan- 
gerous to the public health, and presumably not 


under proper medical advice and care sufficient | 


to protect others from infection, to the board of 
health of the city or town of patient’s residenca 
or last known address. The State Department 
of Health shall not divulge the name of the 
physician making said report. 


MORTALITY STATISTICS FOR 1917, FROM 
THE HEALTH DEPARTMENT, BOSTON. 


Tue records of the Boston Health Depart- 
ment for the vear 1917, just closed, show that 
12,721 deaths decurred, against 12,769 for the 
enrToTe The number of non-resident deaths, 
which are increasing annually, were 1859, 
against 1797 for 1916, and comprise 15% of the 
total number of deaths recorded. The death 
rate for the vear 1917 is 16.47, as against 16.79 
in 1916, and is one of the lowest rates ever re- 
corded in this city. Deducting the non-resident 
deaths, the corrected rate is 14.06, against 14.43 
in 1916. 

The deaths of children under one year num- 
bered 1965, against 2055 in 1916, giving the 
low rate of 99.1 per 1000 births. The rate in 
1916 was 104.6, and back in 1872, when these 
statistics were first compiled, the rate was 230. 
This is the first year in the history of the city 
of Boston when the number of deaths of infants 

*Norte: In x, physicians to carry out the of 
this section, the State Department of Health appreciates that it 
is asking more |. 1: authorized by the authority of Chanter 670, 
Laws of 1913. This courtesy is req interest 


1ested, however, in 
of the public health and to ssstens the individual who has con- 
formed with the regulations laid down for him 


under one year of age is under 100 per 1000 
births. Moreover, of this number there were 
385 non-resident babies, comprising 20% of the 
total, brought to Boston for treatment. De- 
dueting this number of non-resident deaths of 
infants, the corrected rate is 79.7 per 1000 
births. 

Although Boston in 1916 led the large Amer- 
ican cities as regards the low rate for typhoid 
fever, this year, 1917, a further decrease is 
noted, there being 22 deaths from this disease, 
as against 26 in 1916, giving a death rate of 28 
per 10,000 of population, against .34 in 1916. 
Of this number 5 were non-residents, and de- 
ducting these would lower the rate to .22 per 
10,000 population. 

The following figures are the death rates of 
the other communicable diseases as compared 
with 1916 (per 10,000 pop.). 


1917 1916 
Whooping cough 57 97 
3.57 2.43 
.60 51 
Pulmonary tuberculosis ............. 14.95 14.62 
All forms tuberculosis ............. 17.08 17.38 
1.31 £141 


The following table will give the number of 
deaths from the principal causes for the year 
1917, as compared with 1916, and also the 
number of non-residents in these causes for the 
year 1917: 


SOME OF THE PRINCIPAL CAUSES OF DEATH IN 1916 AND 
1917, witht NON-RESIDENTS. 


Non-Resi- 
1916 1917 # DENTS 

Anterior poliomyelitis ........... 168 4 3 
Cererospinal meningitis ......... 45 54 18 
18 276 72 
107 
Tuerculosis (pul. and laryng.)...1112 1155 105 
26 22 5 
75 44 3 
162 #1638) «26 
6066600 107. 128 28 
S68 916 176 
Bronchopneumonia ............. 619 34 
1012 1096 91 
96.066 72 ST 14 
Diarrhea and enteritis 

Diarrhea and enteritis 

(2 years and over) .......... 63 98 17 
18 
Premature birth ................ 399 371 63 
Puerperal diseases 1%0 173 «39 
Arteriosclerosis 288 401 33 
Cerebral hemorrhage and softening 567 710 56 
Bright’s disease 888 TF 
Heart disease 1688 1608 1° 
80 27. «6 
Tiluminating gas poisoning ...... He) 59 3 
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Accidental drowning ............ 58 55 19 
Traumatism by fall ............ 200 222 45 
Elevator accidents .............. 11 24 5 
Electric railway accidents ....... 72 26 7 
Motor vehicle .......c.csceeeeeee 73 82 15 
Steam railroads ................ 64 40 16 
30 19 3 


The figures for the year 1917 show not only 
a lower death rate, but an actual decrease in the 
total number of deaths over the previous year. 
This is a most interesting and encouraging sign. 

The typhoid fever figures are gratifying in 
so far that in 1916, Boston led in this respect all | 
the large cities in America, and it is hoped that. 
with this further decrease it will hold its place’ 
in the forefront of progress in matters of 
health,—inasmuch as typhoid fever rate is the 
best index of the sanitary condition of a city 
and the endeavors of its health officials. 

Pulmonary tuberculosis shows a slight in- 
crease but, ou the other hand, all forms of tu- 
berculosis show a decrease. Much time and en- 
deavor has been spent in tuberculosis work. 
Constant supervision is kept over each case in 
Boston, and to our knowledge, there is not a 
neglected case of tuberculosis in Boston that is 
in need of hospital treatment. Regular and 
constant visits are made to each case by nurses 
and physicians of the city departments, and 
conditions noted, both as regards their physical 
condition and the conditions at home under 
which they live. 

Diphtheria shows an increase, and it might be 
said that during the past year this disease has 
been unusually prevalent, not only throughout 
the State, but all over the country. The de- 
partment has during the year urged physicians 
to use antitoxin immediately upon diagnosis, 
and to be on the watch for ‘‘earriers,’’ so dan- 
gerous in a community in the spread of a dis- 
ease. Antitoxin is provided free of charge, and 
hospital favilities are provided for all patients 
who cannot be properly treated at home. 

Whooping cough shows a decrease over 1916, 
and with the opening of the new ward of the 
city of Boston, the first of its kind in the coun- 
wy additional improvement is looked for in 


Scarlet fever shows a slightly higher rate, and 
measles lower than in 1916. 

During the year 1917, there were but four 
deaths from infantile paralysis, and three of 
these were non-residents, against 168 in 1916. 

Pnenmonia continues to exact its toll in in- 
creasing numbers. Broncho-pneumonia and 


lobar pneumonia, combined, show an increase of 
thirty deaths over 1916, the figures being 1601 
and 1631. Pneumonia is unusually prevalent 
_all over the country, and even in the military 
ccamps of the government. Modern methods of 
‘serum treatment for this disease, which ara 


about to be introduced, will be of great assist- 


ance to health officers all over the country in 
combating pneumonia. 

The decrease in the number of infants under 
one year of age and the corresponding low 
death rate is especially gratifying, and is due 
to the codperation and excellent work of the 
many charitable and philanthropic associations, 
organizations, clubs, ete., that are codperating 
with the Health Department in this great cam- 
paign for baby-saving that has been carried on 
for several years past. Results are now begin- 
ning to show, and the interest that has been 
awakened among the mothers and the physi- 
cians by all agencies that have so earnestly and 
generously worked towards this great and com- 
mon end has been productive of results. Educa- 
tion, advice, literature, instruction, teaching 
and the public press have all played a great 
part in this work, and all who have worked for 
baby-saving are to be congratulated for the 
wonderful showing of 1917,—a goal that has 
long been our aim. 

This work has not been without its handicaps, 
such as the extreme periods of heat last summer, 
the high and increasing cost of foodstuffs, par- 
ticularly milk, the babies’ food, clothing and 
fuel, and the cold of early winter. These ob- 
stacles that have been placed in the path of 
baby progress have happily been overcome. It 
is not sufficient that this work should stop here, 
but the good results should act as a stimulus 
to strive for even better figures for the coming 
year. This work will be difficult in view of the 
industrial and economic conditions all over the 
country, but every effort is worth making when 
= know the reward is the saving of an infant’s 
life. 


NOTES ON BIOLOGIC PRODUCTS FROM 
THE STATE DEPARTMENT OF HEALTH. 


DIPHTHERIA ANTITOXIN, 


All the good parchment paper used in dialyz- 
ing serum was formerly obtained from Belgium. 
When this supply was cut short on account of 
the war, it became necessary to issue unconcen- 
trated normal serum. In consequence of the 
larger amount of foreign protein injected into 
the body with the normal antitoxie serum, the 
number and severity of urticarial rashes which 
accompany serum sickness became manifest. 
Recently it has been possible to obtain parch- 
ment paper, and all the serum is now dialyzed 
and concentrated, and there should, therefore, 
be an improvement in the matter of serum 
sickness following the injection of antitoxins. 

Formerly, prophylactic doses of diphtheria 
antitoxin were issued in 750 unit packages and 
1500 unit packages. Hereafter, these two pack- 
ages will be discontinued, and a prophylactic 
dose containing 1000 units will take their place. 
This is usually a sufficient immunizing dose for 
a child. There are now available, therefore, 
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packages of 1000, 3000, 6000 and 12,000 units, 
the latter for hospital use only. 

Request is again made that all empty bottles, 
vials, boxes, cartons, unused vaccine tubes and 
containers be returned to the laboratory. The 
increased cost of these supplies makes it im- 
perative to practise the strictest economies. 


TYPHOID AND PARATYPHOID PROPHYLACTIC. 


Attention is invited to the fact that the lab- 
oratory now makes and distributes the triple 
vaccine, containing Bacillus typhosus, Bacillus 
A. and Bacillus paratyphosus B. 

he reaction following this triple vaccine is not 
appreciably different from that of the vaccine 
containing typhoid bacilli alone. It protects 
against both typhoid fever and paratyphoid 
fever, and is therefore recommended. Those 
who have been vaccinated against typhoid fever 
may subsequently be vaccinated with para- 
typhoid vaccines, and vice versa. These vac- 
cines may be had singly or in combination, but 
it saves time and trouble to give the three in 
one. 


DIPHTHERIA PROPHYLACTIC. 


The Division of Biologic Laboratories is now 
also prepared to issue under certain restrictions 
the antitoxin-toxin mixture for active immuni- 
zation against diphtheria. This is a useful 
method for protecting adults as well as chil- 
dren. It should be used only in conjunction 
with the Schick test. Application for Schick 
material and antitoxin-toxin mixture should be 
made to the State District Health Officers. 


TUBERCULOSIS AND THE WAR. 


IN an interesting memorandum entitled ‘‘The 
Influence of War Conditions upon the Death 
Rate from Consumption,’’ Kerr, the able health 
officer of Neweastle-upon-Tyne, England, gives 
a summary of the tuberculosis statistics of his 
city for the past five years, and shows that the 
number of deaths from pulmonary tuberculosis 
has increased, both numerically and relatively, 
since the outbreak of the war. The following 
table is reproduced : 


ToraL DEATHS FROM PULMONARY ‘TUBERCULOSIS. 


EstTiMaTeED PorviatTion Dratis 


1913 271.2% 326 
1914 271.525 375 
1915 278,107 380 
1916 272,259 407 
1917* ? 246 


* January to June. 


According to Kerr, ‘‘all the European na- 
tions participating, however slightly, in the war 
have suffered a definite and, in the case of the 
chief belligerents and those whose territory has 
suffered most, an alarming increase in the 
deaths from pulmonary tuberculosis among 
their civil populations. Great Britain has suf- 


fered the least so far in every way, including 
this, but even so, her tuberculosis toll has risen 
perceptibly, and this is readily seen in the in- 
dustrial areas such as our own city.’’ 

Among the chief conditions which are <pe- 
cially likely to render persons most susceptible 
to contract and succumb to tuberculosis of the 
lung, Kerr gives first place to poverty, either 
actual or relative, to a rising cost or scarcity of 
food and other necessities of life. Next in im- 
portance he places bad or insufficient housing, 
with resultant overcrowding and lack of fresh 
air. Concerning overstrain, either physical or 
mental, placed third in order of importance, he 
says: ‘‘Practically the whole civil population 
is suffering from overwork or anxiety of mind. 
The former has undergone recent amelioration 
in the munitions factories since the Government 
has begun to realize the fact that overwork and 
overstrain of employees is unprofitable, and 
that a six-day week yields better work returns 
than a seven-day one.’’ 

The influence of employment, Kerr shows, is 
well reflected in the ‘‘considerable increase in 
the number of deaths among that section of the 
civil population which has been specially af- 
fected by the new conditions of life brought 
about by the war, viz.: girls at ages between 15 
and 20 years, who have so nobly filled the gaps 
in factory, shop, office, and even in the heavier 
out-door employments, caused by the absorption 
of the able-bodied man into the army. So great 
a change, at the most susceptible period of life, 
cannot but have left its mark, and this is seen 
in the great rise in deaths from consumption 
among the young women.’’ 

This study emphasizes anew the intimate re- 
lation existing between economic conditions and 
pulmonary tuberculosis. They lend weight to 
the contention that the initial infection in tu- 
berculosis is in infancy, and that the develop- 
ment of manifest disease in later life is due to 
other factors, largely economic, which operate 
by breaking down the resistance of the infected 
individual. A consideration of the facts here 
presented is commended to the attention of 
those superficial students of medicine who con- 
sider that the etiology of tuberculosis begins and 
ends with the tubercle bacillus. 


SOCIETY NOTICE. 


MIDDLESEX SoutH Districr MepicaL Socrery.-—-The 
regular Midwinter Meeting of the Society will be 
held at the Boston Medical Library on Wednesday, 
January 16, 1918, at 12 o'clock noon. 

Business: Report of committee on question of 
financial assistance of those who enlist. 

Paper: Dr. Frederick T. Lord will speak of his 
experiences as a member of the American Red Cross 
Committee to Serbia. 

Lunch will be served at 1.15 p.m. 


Lyman 8S. Hapcoop, Secretary. 
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